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operations for correcting displacements of 

the uterus during past years. Two of 
these were, at the time of publication, very com- 
plete, that of Franklin H. Martin (1) in 1904 and 
that of Alfieri (2) in 1911. These two articles 
have been freely used in the preparation of this 
review. 

We have not included in this review any of the 
operations for fixation or suspension, either ab- 
dominal or vaginal, but have limited it to those 
in which the round ligaments were utilized. For 
convenience the following classification has been 


4 \HERE have been many reviews of the 


adopted: 
1. Inguinal. 
2. Vaginal. 


3- Intra-abdominal folding. 

4. Fixation to the anterior surface of the 
uterus. 

5. Fixation to the posterior surface of the 
uterus. 

6. Fixation to the anterior abdominal wall. 


INGUINAL OPERATIONS—-ALEXANDER TYPE 


Alquié (3) (1844) first suggested this operation 
and performed it on the cadaver and on animals. 
The only record that we can find of his work is the 
report of a Committee of the French Academy of 
Medicine appointed to investigate the operation. 
Alquié’s description of his technique is as follows: 

“With the patient in the horizontal position, 
the uterus replaced, the surgeon determines the 


course of Poupart’s ligament and selects a point 
in the middle of it; at which point an incision is 
made a little obliquely to the crural arch and 
about 3 centimeters in length. If the knife is 
carried too low, a small branch of the superficial 
epigastric may be cut, which can be promptly 
tied. The crural arch exposed, an incision is 
made in it a little obliquely to its fibers and two 
centimeters in length, always keeping to the 
middle part of Poupart’s ligament. Behind the 
cellular tissue thus exposed, there appears a 
point of deep red color enclosed in a sheet of dense 
cellular tissue; this is the round ligament called 
the utero-inguinal. Picked up with tissue-forceps, 
this cellular envelope is opened and the cord is 
seized and drawn out with careful manipulation. 

“The peritoneum presenting at the ring, a 
delicate incision is made around the cord for the 
purpose of dividing the cellulofibrous sheath 
which accompanies it, and it is freed with the 
handle of the instrument. Finally, by gentle 
tension, the cord is brought outside — it may be 
drawn out to the extent of 10 centimeters or 
more — then a threaded needle is passed through 
the thickness of the cord and is attached down in 
the lower end of the incision. The margins of 
the wound are reunited with two sutures, after 
which the operation is done in the same manner 
upon the opposite side.” : 

When one considers that this operation was 
proposed seventy years ago, the reception 
accorded to what would today be rather a minor 
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operation shows very forcibly the wonderful 
advances of surgery. 

After giving an outline of the plan proposed 
by Alquié, the committee reassured the members 
of the Academy by stating: 

“To this brief description, which will suffice to 
show the importance of the operative procedure 
involved, your committee wishes to add before 
going further that it is all pure theory; that M. 
Alquié has never performed the operation except 
upon cadavers, and that he does not seem dis- 
posed to employ it in the living subject, except 
in animals. This assurance once given we may 
proceed with less apprehension in considering his 
work.” 

And they finally gave this very qualified ap- 
proval: 

“The operation (which requires always its 
duplicate upon the opposite side) not being at all 
admissible in practice, we have the honor to 
propose that the Academy give its approval to 
M. Alquié for having had the prudence not to 
practice it upon the living subject, and that it 
recognizes that there exists in his work some 
anatomical considerations worthy of interest.” 

In (1882) William Alexander (4) of Liverpool 
published his article in which he reported three 
cases. He devised the operation and developed 
the technique without knowledge of Alquié’s 
work which had been done almost forty years 
before. His technique is very similar to Alquié’s, 

“The operation is performed by cutting down 
upon each abdominal ring, gathering up the ends 
of the ligaments, freeing each from its nerve, and 
gradually releasing them by patient and cautious 
traction from the neighboring tissues, until the 
position of the uterus, as ascertained by the 
finger in the vagina, satisfies the operator. The 
ligament is then stitched to the tissues around the 
ring, and the loose ends attached to each other on 
top of the skin or rolled around two pieces of 
wood, which are fastened together in the middle 
line.” 

Adams (5) (1882) of Glasgow had for two years 
been demonstrating in the anatomical rooms the 
same procedure but had never performed it on a 
patient. His technique is practically the same 
as that described by Alexander: 

“An incision made over the external inguinal 
ring, and a very careful dissection carried down- 
ward, expose the pale and straggling fibers of the 
round ligament as they emerge from the ring 
and take attachment to the dense areolar tissue 
of the mons veneris. When these fibers are 
grasped by the forceps en masse and steady 
traction is made, it is found easily practicable 
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to draw them freely outward to the extent of one 
or more inches. In the dissection care should be 
taken to exclude the inguinal nerve, for its rup- 
ture under traction implies considerable pain. 
Under the necessary traction the peritoneum 
does not follow the ligament as it is extruded, but 
separates and peels off. There is, therefore, little 
risk of an inguinal hernia resulting, and any such 
apprehension is reduced to a minimum when it is 
borne in mind that inguinal hernia does not com- 
monly occur in the female. The incision, about 
two inches in length, should be made obliquely, 
and directed toward the mesial line, and this 
oblique direction will be found to facilitate the 
search for the ligamentous fibers much better 
than a vertical opening. © The search for the fibers 
of the ligament must be made cautiously, and 
with much patience and little haste, for this is 
the difficult part of the operation. When fairly 
exposed, clearly traced, and isolated, they should 
be grasped by broad pointed forceps — small 
polyp forceps are very suitable — and, follow- 
ing the guidance of the ligaments, the forceps 
should be thrust well into the inguinal ring, and 
the ligament laid hold of as high as possible. 
When it begins to yield to the traction, it may be 
pulled out to any desired extent. Five or six 
catgut ligatures passed over and under the liga- 
ment will sufficiently ensure its attachment to 
the surrounding tissues, while separate ligatures 
close the wound, excepting at the most dependent 
part. Antiseptic dressing, strict rest in bed, and 
the action of the bowels restrained for a few days 
by means of opiates, should suffice for the after- 
treatment.” 

There have been many modifications of the 
technique of Alquié-Alexander-Adams. The 
opening of the inguinal canal was advocated by. 
Bompiani (6), Roux (7), Kocher (8), Chalot (9), 
Gardner (10), Cleveland (11), and Edebohls (12). 
In an effort to increase the applicability of the 
operation Goldspohn (13) advocated opening the 
peritoneum at the internal ring and through this 
opening separating uterine or adnexal adhesions. 
This was also suggested by Fritch (14), Maly 
(15), and Kroenig (16). Boisleux (17), for the 
same reason, combined the Alexander operation 
with a posterior colpotomy; Peterson (18) with 
either a transverse or median incision; Sandberg 
(19) with a median laparotomy; Kreutzmann 
(20), Kuestner (21), Schlemminger (22), Rumpf 
(23), and Palm (24) with a laparotomy by means 
of the anchor incision of Kuestner-Rapin; and 
laparotomy by the Pfannenstiel incision was used 
by Spaeth (25), Frantz (26), Werth (27), and 
Littauer (28). 
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EIXATION OF ROUND LIGAMENTS 

Duret (29) and Franklin Martin (30) (1896) 
separate the distal ends of the ligaments from 
their attachments and bring one across the 
symphysis above the fascia and tie them together. 

Abbe (31) (1896) splits the fascia over the canal, 
and after separating the distal end from its attach- 
ments, uses the loose end as a living suture for 
the double purpose of closing the canal and fixing 
the ligament. 

Impallomeni (32) (1912), using the Pfannen- 
stiel incision, drills the os pubis from before back- 
ward and passes the free end of the ligament 
through this opening and sutures it to the liga- 
ment in front of the opening. A double pointed 
nail is then driven across the opening. 

Figueroa (33) (1913) splits the canal and draws 
out a loop of the round ligament. By means of 
blunt dissection and a ligature carrier this loop 
is passed upward beneath the external oblique, 
out through the fascia, again back and out and 
sutured. He thus makes three punctures of the 
fascia of the external oblique. 

The advantages of the Alquié-Alexander- 
Adams operation are that it does not necessitate 
opening the abdomen; the shortening of the 
ligaments is in the normal course of the liga- 
ments; the strongest portion of the ligament is 
utilized; and it does not interfere with subsequent 
pregnancy or labor. The disadvantages are: its 
limited field on account of the difficulty of deter- 
mining the absence of uterine or adnexal adhe- 
sions which contra-indicate the operation; the 
danger of subsequent hernia; the impossibility of 
locating and correcting the pathology of other 
abdominal organs; in some cases painful scars; 
and as reported by some operators, a rather high 
percentage of recurrence. The modifications 
which involve opening the abdomen either by the 
vaginal or inguinal route have divested the 
operation of its greatest advantage. 

Laparotomy by any of the ordinary methods 
gives opportunity to care for disease, particularly 
of the adnexa or appendix, and permits examina- 
tion of the organs in the upper abdomen. With 
the abdomen opened it is much easier to shorten 
the ligaments by some intraperitoneal method 
than to make additional incisions over the in- 
guinal canals. This type of operation appears to 
have at the present time a very limited field of 
usefulness. 

VAGINAL OPERATIONS 

Wertheim (34) (1896) seems to have been the 
first to use the round ligament in vaginal opera- 
tions. He attaches the round ligaments 1 or 2 


centimeters from the uterus to the vaginal wall. 
In one case he shortened the round ligaments by 
doubling them on themselves and suturing them 
with silk. 

Guenther (35) (1896) suspends the uterus by 
the round ligaments by passing a catgut suture 
from within the abdominal cavity outward 
through the anterior abdominal wall and tying 
the sutures on top of the skin. 

Kiefer (36) (1896) through the vaginal incision 
doubles the round ligaments as in Mann’s opera- 
tion. 

Vineberg (37) (1896) gives his technique which 
he has used in two cases. After delivering the 
fundus, Vineberg passes a suture on either side 
embracing the round ligament and a portion of 
the broad ligament adjacent to the uterus, 
These sutures are carried through the vaginal 
flaps below the pubic arch at the side of the pelvis 
and tied. 

Byford (38) (1896) picks up the round liga- 
ment as close to the pubic end as possible and 
sutures it to the uterus above its normal insertion. 
This is combined with suture of the fundus of the 
yterus to the peritoneum covering the upper por- 
tion of the bladder. 

Goffe (39) (1897) first delivers the fundus. 
Then the round ligaments are caught with for- 
ceps at a point as far from the uterus as can be 
drawn to the site of origin of the ligament. This 
distance is usually 2.5 to 3 inches. ‘The inter- 
vening ligament is folded into a loop the tip of 
which is attached to the ligament distal to the 
forceps. The point originally caught is then 
attached to the uterus at the origin of the liga- 
ment, and the three segments of the ligament 
sutured together. 

Ries (40) (1901) divides the round ligament at 
its uterine end and separates it from the broad 
ligament for 4 centimeters. He then tunnels 
the anterior wall of the uterus with a knife and 
draws the ends of the round ligaments into this 
tunnel from either side and fastens them with 
catgut. 

Childs (41) (1905) folds thesround ligaments 
upon themselves about as in the Goffe operation 
and also shortens the sacro-uterine ligaments. 

Shurman (42) (1913) divides the round liga- 
ments 2.5 centimeters from the uterus and 
separates the proximal portion from its broad 
ligament attachments. ‘This is then sutured to 
the upper surface of the anterior vaginal mucosa. 

Vaginal operations on the round ligament are, 
for the average operator, not easily performed and 
have not become popular except in the practice 
of a few men specially skillful in operating by 








436 


this route. It is difficult to get an exposure of 
much of the ligament, and they all depend upon 
the outer or weakest portion of the round liga- 
ment. There would also seem to be danger of 
causing sufficient traumatism during the opera- 
tion to produce adhesions and possible trouble 
during a later pregnancy, and there is no oppor- 
tunity to examine for and correct the pathology of 
other abdominal organs. Operations of this type 
have a limited field in obese patients in whom a 
laparotomy is undesirable, and possibly in those 
for whom extensive plastic operations are re- 
quired, where vaginal shortening of the liga- 
ments would decrease the time of the operation 
and in this way lessen the risk. 


INTRA-ABDOMINAL FOLDING 


Wylie (43) (1889) seizes the round ligament at 
its middle, scarifies the inner surface, and sutures 
the two folds together with the loop to the outer 


side. 

Polk (44) (1888) freshens the inner surface of 
each round ligament for some little distance along 
its middle part and sutures the raw surfaces of 
the two ligaments together, thus making an 
anastomosis between the bladder and _ uterus. 
Ruggi (45) unites a point of the round ligament 
near the internal ring to a point near the uterus 
with a single catgut stitch. Bode (46) does prac- 
tically the same thing, but in addition takes a 
stitch into the cornu of the uterus. 

Mann (47) (1895) catches the ligament with 
two forceps dividing it into three equal parts. 
The point at the outer forceps is sutured ‘‘ under 
the point where the round ligament is inserted 
into the uterus.” The ligament at the site of the 
other forceps is then sutured to the outer extrem- 
ity of the round ligament as it leaves the ab- 
dominal wall. In his first operations he used 
silkworm gut sutures, but later silk or catgut, 
and finally used several fine catgut stitches along 
the course of the folded ligament. In this way 
he has a triple fold of the round ligament. 

Jonnesco (48) (1897) freshens the peritoneum 
at each end of the ligament and sutures these two 
raw surfaces and the sides of the loop together 
with silk. The layer of the broad ligament 
participating in the fold is then united by means 
of a suture passed in the form of a “U.” 

Morris (49) (1900) makes a small opening in 
the peritoneum, draws out a loop of the round 
ligament for two or three inches, sutures the folds 
of the loop together, tucks the loop back into the 
opening of the peritoneum and closes the open- 
ing. 


INTERNATIONAL ABSTRACT OF SURGERY 


Byford (50) (1903) folds the ligaments to the 
inner side and sutures the ligament one-half inch 
from the uterine end to a point one-half inch from 
the internal ring. The inner edges of the loop are 
touched with a chemical irritant and then sewed 
together. The end of this fold is then touched 
with the irritant and stitched forward and beside 
the bladder about opposite and a little above the 
level of the external inguinal ring. 

Bissell (51) (1908) splits the round ligament 
longitudinally into an anterior and posterior por- 
tion. The greatest portion of each half is cut 
away, leaving three-quarters of an inch of the 
distal part of the anterior half and the same 
amount of the proximal portions of the posterior 
half. These stumps are sutured, one to the 
uterus and the other to the cut end of the corre- 
sponding part of the round ligament, then 
sutured together and the broad ligament repaired. 
This is just the opposite of the ordinary operation 
for lengthening tendons. 

Pankow (52) (1912) divides the round liga- 
ment at its middle, sutures the proximal end 
over the internal ring, and the distal end to the 
uterus, and then the two loops together. 

Lorentz (53) (1913) in his inaugural disserta- 
tion reviews the various operations and describes 
what he terms the N-shaped suturing of the round 
ligament, which he states was first performed by 
Zarati. This is very similar to the Mann opera- 
tion in which the ligament is divided into three 
equal parts. Two loops are sutured into the 


. internal ring, and the other two to the uterus, and 


the three segments beneath the broad ligament in 
a groove which has previously been made. 

The early operations of this type all depending 
upon seroserous adhesions furnished the greatest 
number of recurrences, and for that reason have 
been largely abandoned. The later ones in which 
the edges of the round ligament are freshened or 
the ligaments resected as in Pankow’s or Bissell’s 
operations would seem to be difficult to perform 
and to have no advantages over the more recent 
operations of fixation of the round ligaments to 
the anterior abdominal wall. In addition the 
operations of this type all fold up or resect the 
intra-abdominal portion of the ligament which is 
generally considered to be its stronger portion 
and depend for support upon the distal or weaker 
portion. This objection may be more apparent 
than real. When we consider the cases of re- 
troversion that follow incomplete involution of 
the uterus and ligaments, it would appear that, 
at least in these cases, the fault was with the 
intra-abdominal rather than the extra-abdominal 
portion of the round ligament. 
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FIXATION TO THE ANTERIOR SURFACE 
UTERUS 

Dudley (54) (1890) denudes an oval area on the 
anterior surface of the uterus down to the vesical 
fold of peritoneum and a similar area on the inner 
surface of the round ligament of each side. 
These raw surfaces are then sutured together, 
thus fixing the round ligaments to the midline of 
the anterior surface of the uterus, at a point near 
the bladder. 

Menge (55) (1904) catches the ligament near 
its middle, draws it toward the midline, and 
stitches the folds of the ligament together and 
then the loop across the anterior surface of the 
uterus on the level of the attachment of the round 
ligament. The folds of the broad ligament are 
then attached to the anterior surface of the 
uterus. 

Coffey (56) (1905) seizes the round ligament 
with its surrounding peritoneum about one and 
one-half inches from its origin and stitches it by 
four or five interrupted sutures of catgut to the 
side and front of the uterus about the insertion of 
the broad ligament; then fastens the next inch 
and one-half of the round ligament back to its 
original insertion with interrupted catgut sutures. 
The folds of the round ligament are then covered 
by bringing the peritoneum of the broad liga- 
ment over them with a continuous suture of cat- 


OF THE 


gut. 

Latzko (57) (1908) fixes the most external 
point possible of each round ligament to the 
middle of the fundus of the uterus, forming of the 
redundant portion a loop on the anterior surface, 
with the convexity down and toward the midline. 
The inner portions of the two loops are sutured 
together and to the anterior surface of the uterus. 
The folds in the broad ligaments are then in turn 
sutured to the anterior surface of the uterus to 
close the openings and prevent internal strangu- 
lation. 

Baudoin (58) scarifies the inner surface of the 
round ligament, folds it up and sutures it to the 
cornu of the uterus and to the anterior uterine 
wall at the level of the cornu. 

Jerie (59) dissects the round ligament free for 
the required distance, makes a tunnel in the 
anterior wall of the uterine cornu one centi- 
meter long, draws the loop of the round ligament 
into this tunnel and sutures it at each end. 

Willis (60) (1912) brings both round ligaments 
across the front of the uterus and sutures them 
together and to the anterior surface of the uterus 
in the middle one-half inch below the apex. The 
folds of the broad ligament are then sutured 
together and to the anterior surface of the uterus 


for a short distance, and the suture continued, 
taking up the folds of the broad ligaments only, 
down to a point one-half or three-fourths of an 
inch from the bladder. Sperling (61) (1906), 
Smyly, quoted by Ashe (62) (1907), and Stewart 
(63) (1909) describe operations that are very 
similar to Menge’s. 

Of these operations, the one devised by Coffey 
(56) has undoubtedly been the most popular in 
this country. He (64) in a later article gives 
in more detail ‘‘the principles on which the suc- 
cess of surgical treatment of retrodisplacements 
of the uterus depends.” He states that the 
support of all the abdominal organs is by folds 
of peritoneum; that the round ligaments are mus- 
cular structures, essentially a part of the uterus, 
that muscular tissue has only one function, con- 
traction, and that under continued strain the 
muscle will stretch. It is therefore illogical to 
depend upon the round ligaments for a constant 
support. In the operation he describes, Coffey 
states that the uterus is supported by the broad 
ligaments, and the round ligaments have time to 
rest and an opportunity, as they are fixed under 
the peritoneum with catgut, to shorten and 
straighten themselves. 

Alfieri (2) raises the point that an essential for 
stability of the correction lies in placing the 
uterus in its normal anteversion. The more 
the broad ligament is tensed, and the lower the 
round ligament is fixed to the anterior surface, 
the greater will be the elevation and anteposition 
of the uterus and the less the anteversion. 

This objection seems to be met by Coffey (65), 
who in a more recent article reports the condi- 
tions found in five patients re-operated upon for 
other conditions. In all these the broad liga- 
ment was found holding the uterus in perfect 
position. The round ligaments had regained 
their normal size and their normal position under 
the peritoneum. In this paper the author reports 
272 operations by his method with two known 
recurrences, but apparently no report had been 
secured from a number of the patients. Suttner 
(66) reports 64 cases by the Coffey method with 
anatomical cure but symptomatic failure in one, 
recurrences in two, and one death from conditions 
having no relation to the ligament operation. 

Goldspohn (67) objects to Coffey’s statement 
that the peritoneal folds are the true support of 
the abdominal organs. He claims that the sup- 
port from the abdominal walls is an important 
factor as shown by the number of cases of enter- 
optosis in patients with relaxed or weak ab- 
dominal muscles. The peritoneal attachments 
of the uterus must become greatly stretched dur- 
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ing pregnancy, and once stretched they have no 
power of contraction. Pregnancy is the true 
test of operations for retroversion and unless pa- 
tients are examined after they have passed 
through one or more pregnancies after the opera- 
tion, no conclusions can be drawn as to the value 
of the procedure. The round ligaments are 
composed largely of non-striated muscle fiber 
and are a part of the uterus itself, and as such 
they undergo evolution during pregnancy and 
involution during the puerperium. “The anat- 
omical structure and physiological nature of 
these ligaments make them a really live and 
rather intelligent medium for the purposes here 
aimed at.” Rest will not result in strengthening 
a muscle; this is accomplished by exercise. That 
rest will not result in shortening the round liga- 
ments is shown by the large number of women 
who have worn pessaries continuously for years 
with cure in only two per cent. 


FIXATION TO POSTERIOR SURFACE OF THE UTERUS 


Menge (68) first used the round ligament as a 
cover for the pedicles after removing diseased 
adnexa, and by fixing the ligaments to the poste- 
rior wall of the uterus prevented a recurrence of 
the displacement. 

Stolz (69) draws each round ligament up across 
the inner end of the corresponding tube and 
sutures it to the posterior surface of the uterus 
with several sutures of silk. 

Webster (70) (1901) perforates the broad liga- 
ment below the ovarian ligament, from behind 
forward with a hamostat, grasps the round liga- 
ment and draws the loop through the opening in 
the round ligament. The loop is then sutured to 
the posterior surface of the uterus, and the sides 
of the opening to the round ligament. 

Baldy (71) (1902) cuts the round ligaments at 
the uterine end. The free end is then drawn 
through the broad ligament below the ovarian 
ligament and attached to the cornu of the uterus 
on its posterior aspect directly back of the original 
point of attachment of the normally attached 
round ligament. The ends of the ligaments may 
be cut off to secure the proper degree of shorten- 
ing and the point of attachment varied to suit 
the requirements of the individual case. 

Franke (72) (1909), without knowledge of the 
work of Webster and Baldy, devised a similar 
operation. In young women, in order to avoid 
interference with pregnancy, after drawing a loop 
of the round ligament through the broad liga- 
ment he fixed it to the side of the posterior surface 
of the uterus. In older women the two loops 


were joined together as well as fixed to the poste- 
rior surface of the uterus. 

Holleman (73), after Franke’s paper, states that 
he has been using the method for some time. He 
suggests that if anteversion is required the open- 
ing in the broad ligament should be high, but if 
elevation is desired the opening should be lower. 
He also sutures the opening in the broad liga- 
ment to the round ligament. 

Dartigues (74) (1910) describes an operation 
that is very similar to Baldy’s. The loops of the 
round ligaments are sutured together behind the 
uterus and if it is feared that the sling may slip, 
either up allowing the uterus to drop below, or 
down permitting the uterus to retroflex over it, 
the sling may be stitched to the posterior surface 
of the uterus with vertical stitches in the central, 
least vascular portion. Soresi (75) (1911) pro- 
poses to simplify the technique of the Baldy- 
Webster operation by pulling the round ligament 
through the broad ligament by the use of an 
ordinary wire hairpin. 

Alfieri (2) (1911) picks up the peritoneum 
covering the round ligament about 3 or 4 centi- 
meters from the uterus and cuts it with scissors 
for 1.5 centimeters perpendicular to the course 
of the ligament. Through this incision a double 
loop of strong silk is passed under the ligament, 
the ligament is raised and the peritoneum is 
stripped back from it for some distance, most on 
the distal portion. Two ligatures are made a 
centimeter apart on the ligament, and it is cut 
between them. The ends of the ligatures are 
left long. 

With a Cleveland ligature carrier the meso- 
salpinx is perforated about a centimeter from the 
uterine margin; the ligature upon the distal 
portion of the resected round ligament is grasped 
and the ligature drawn through the aperture. 
On the corresponding side of the posterior surface 
of the fundus a tunnel 2 or 3 centimeters long is 
made with a lance bistoury in a nearly transverse 
direction, passing from the margin of the uterus 
near the perforation in the mesosalpinx almost 
to the middle line. By means of the ligature the 
ligament is drawn through this tunnel until the 
resected end appears at the median end of the 
tunnel. Two sutures are placed at each end of 
the tunnel. They engage the uterine wall, 
about a third of the thickness of the ligament, and 
the overlying fleshy bridge. The central stump 
of the round ligament is then sutured to the 
peripheral portion with two silk sutures, and the 
opening in the peritoneum closed. 

Schmitz (76) (1913) in order to avoid the 
seroserous adhesions of the Baldy-Webster opera- 
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tion, which is the weakest kind of intra-abdomi- 
nal adhesion, suggests a modification which he 
has performed in a few cases. He makes an 
opening in the peritoneum over the round liga- 
ment 3 or 4 centimeters from the uterus and 
divides the ligament between ligatures. The 
distal portion of the ligament is then separated 
from the peritoneum for a short distance. The 
ligature attached to the distal end of the round 
ligament is then caught with a Barrett ligature 
carrier and carried between the layers of the 
broad ligament to the posterior surface of the 
uterus underneath its peritoneal covering. A 
very small perforation is then made in the 
peritoneum of the uterus in the midline. The 
ligatures, one from each side, are then tied, unit- 
ing the two ends of the round ligaments. The 
latter are then secured to the posterior wall of 
the uterus by a few interrupted stitches of fine 
chromic catgut. The proximal ends of the round 
ligament are then sutured to the distal end as in 
Alfieri’s operation and the peritoneum closed. 

The Baldy-Webster operation, as it is commonly 
called in this country, or the “sling” operation 
of the English and French surgeons, is now com- 
monly performed according to Baldy’s (77) 
(1906) later technique by stitching the loop of the 
ligaments together and to the posterior surface 
of the uterus. One of the most complete reviews 
of the end-results of this operation was that by 
Polak (78) (1913). He reviewed his results in 
400 operations, with only 24 not seen either by 
himself or his assistants after operation. He 
thus has 376 patients from whom to draw con- 
clusions. Polak found a rather high percentage 
of complications, as lateral version, prolapsed and 
cystic ovaries, sigmoid and intestinal adhesions. 
Relapse occurred in 32 patients and 30 others 
were wearing pessaries. Polak concludes that 
this operation should not be selected for heavy 
uteri with the cervix in the axis of the vagina. 
Its success depends on a small uterus, a cervix 
pointing backward, equally developed ligaments, 
and a careful technique. 

The operations of Alfieri and Schmitz would 
seem to be rather difficult and tedious and liable 
to at least a part of the complications of the others 
of this type. 


FIXATION TO THE ANTERIOR ABDOMINAL WALL 

Olshausen (79) (1886) first utilized the round 
ligament in performing ventrofixation. He 
passes his suture around the round ligament im- 
mediately beside the uterus and then deeply 
through the abdominal muscles. “This is com- 
pleted on each side with two or three sutures 


which are then firmly tied and thus, not the 
uterus itself, but the part of it next the round and 
broad ligaments, is fixed to the abdominal wall.” 
In view of the subsequent development of ventro- 
fixation it is interesting to note that Olshausen 
states that it is always advisable wherever pos- 
sible, “to limit the operation to those patients 
whose conditions or age preclude the possibility 
of the occurrence of a pregnancy.” 

Doleris (80) (1898) sutured the round ligaments 
into the lower angle of the abdominal incision. 
In his later work (81) (1902) he was careful not to 
extend his incision below a point 2 or 3 centi- 
meters above the symphysis. On each side of 
the median line opposite that portion of the linea 
alba which has been preserved, he makes a small 
opening through which a loop of the round liga- 
ment is drawn and fixed to the under surface of 
the skin. 

Ferguson (82) (1899) seems to have been the 
originator of this type of operation. He, in his 
original operation, made a median incision down 
to the fascia, then a short incision through each 
rectus, ligating the round ligament one inch from 
the uterus dividing it proximal to the ligature. 
The proximal end was then drawn up into the 
wound on each side and anchored to the peri- 
toneum and the anterior sheath by the rectus. 
In his later work (83) (1903) instead of dividing 
the round ligament as in his former technique, he 
used the stab wound and loop as in Gilliam’s 
operation but also closed the opening to the 
outer side either by a purse-string suture from the 
stab wound down to the bladder and up to the 
uterus or by suturing the redundant portion of 
the round ligament to the anterior abdominal 
wall. 

Gilliam (84) (1900) modified Ferguson’s origi- 
nal technique by pulling a loop of the round 
ligament through a stab wound to the side of the 
median incision and suturing the loop to the upper 
surface of the anterior sheath of the rectus. 

Simpson (85) (1903) describes his technique 
as follows: 

“‘t, Operations upon the lower genital tract, 
such as curetting, repair of cervix, perineum, etc., 
are often required, the suspension being but a 
counterpart to the correction of the other abnor- 
malities. 

“2, A median abdominal incision one and one- 
half to three inches long is made just above the 
symphysis. 

“2. Adhesions to the uterus are freed and 
lesions of the adnexa are given such attention as 
they require. 

“4. The wound is held wide open by one 








440 


retractor, which is drawn straight up, thus 
making the opening vertical and permitting the 
operator to look far into the sides of the pelvic 
cavity. 

“>. The round ligament is grasped by a deli- 
cate forceps one inch from its uterine attachment 
and drawn up to the surface of the wound. 

“6, A silk suture is passed through the liga- 
ment at this point, in such a way as to encircle 
about three-fourths of its circumference and to 
include about an inch of that structure in its 
grasp. 

“7 The needle is taken off and both ends of 
the suture are passed through the eye of a carrier. 

“8, The peritoneum is incised just below and 
in front of the round ligament. ‘The carrier 
is then inserted and passed directly forward, 
immediately beneath the peritoneum of the vesico- 
uterine pouch, to a point on the anterior abdomi- 
nal wall just above Poupart’s ligament and an 
inch and a half to the side of the median line, 
where it again emerges. 

“9. Both ends of the suture are grasped and 
the carrier is withdrawn. 

“ro, One end of the suture is then threaded 
on a sharply curved needle, which is passed into 
the abdominal wall so as to grasp peritoneum, 
muscle, and fascia, again emerging into the 
cavity. 

““When the two ends of the suture are tied, the 
ligament is drawn into and along the subperi- 
toneal channel made by the carrier. Both 
round ligaments having been thus secured, the 
conditions existing are entirely analogous to 
those of an awning. The uterus represents the 
frame; the round ligaments and sutures attached, 
the cords by which it is raised; that part of the 
abdominal wall caught in the grasp of the suture 
represents the pulley over which the awning 
cord runs; and, finally, the peritoneum of the 
vesico-uterine pouch represents the covering of 
the awning. When the cords are tightened the 
uterus is raised just as an awning is. ‘The peri- 
toneum is thus folded loosely over the round 
ligaments, and when the sutures are tied the 
uterus is held in normal anteversion, just as 
truly and securely as the frame of an awning is 
kept more or less straight up after it has been 
raised and fastened.” 

Simpson reports three cases in his paper. In 
the first two instead of burrowing beneath the 
peritoneum, it was caught up along its course. 

Noble (86) (1903) using the transverse incision 
through the fascia and a vertical through the 
recti and peritoneum, locates the ligament at the 
internal ring by blunt dissection from the outer 
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end of the incision, and traction on the intra- 
abdominal portion. The peritoneum is then 
separated from the round ligament to prevent 
the formation of a funnel when the ligament is 
drawn up. A loop of the ligament is then drawn 
out on top of the muscles and sutured to the 
under surface of the fascia and if long enough to 
the loop from the opposite side. 

Montgomery (87) (1904) brings the loop of 
the round ligament beneath the peritoneum of the 
broad ligament by a suture around the ligament 
and a ligature carrier; draws it through the fascia 
and fasiens it with catgut to the upper surface of 
the fascia. In his later papers (88) (1905) and 
(89) (1906) he advocates the Pfannenstiel in- 
cision. 

Ill (go) (1903) modified the Gilliam operation 
by separating the rectus muscle from its anterior 
sheath, piercing the rectus and peritoneum, 
drawing out the ligament and suturing it to the 
under surface of the fascia. 

Bardescu (91) (1904) brings the loop of the 
ligament through the fascia and sutures the two 
loops together. 

Barrett (92) (1905) makes a rectus incision and 
puts a ligature around the round ligaments two 
and one-fourth to two and one-half inches from 
the uterus. He then passes a curved forceps 
between the rectus and its anterior sheath, punc- 
tures the peritoneum at the internal ring and 
draws a loop of the round ligament out by means 
of the ligature previously placed. This loop is 
then sutured to the under surface of the fascia 
and if long enough the two loops are tied together. 

Morisani (93) (1905) ligates and cuts the liga- 
ment close to the internal ring and frees the proxi- 
mal end from its peritoneal covering. This free 
ligament is drawn through an opening in the 
fascia and peritoneum, at the outer margin of 
the rectus; the uterus is drawn up against the 
abdominal wall and the two ligaments are 
sutured to the fascia and to each other. 

C. H. Mayo (94) (1906) passes a curved forceps 
laterally from the lower angle of the incision 
beneath the aponeurosis just over the muscle to 
the point where the round ligament leaves the 
abdomen. The point of the instrument then 
passes over the pulley of the round ligament and 
along its course, but beneath the peritoneum, to 
a point from one and one-half to two and one- 
half inches from the uterine horn, where the peri- 
toneum is penetrated, the ligament is grasped 
and a loop pulled back through the tunnel. The 
loops from each side are then sutured together 
and to the fascia, or if not long enough to per- 
forations in the aponeurosis. Simpson (95) 
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(1911) showed that this could more readily be 
performed by using a long forceps curved to a 
right angle, which he introduced through a punc- 
ture in the fascia one and one-half inches to the 
side of the median incision. 

Dudley (96) (1906) by means of a very heavy 
needle passes a loop of the round ligament from 
within the abdominal cavity through the internal 
ring and the fascia, back through the fascia, 
rectus, and peritoneum, and sutures it to the 
peritoneum at the point of entrance and of 
exit. 

Campbell (97) (1905) makes a median incision 
to the peritoneum, retracts the muscle, makes a 
transverse incision in the peritoneum on each 
side at the internal ring, draws a loop of the 
round ligament through this opening and fastens 
it to the peritoneum and under surface of the 
fascia. 

Freund (98) (1906) folds the ligaments on the 
anterior surface of the uterus and stitches them, 
together with some of the fibers of the uterine 
muscle, to the anterior abdominal wall. Miller 
(99) (1907) modifies Mayo’s operation by per- 
forating the peritoneum close to the internal 
ring instead of at the point where the ligament is 
caught. Peters (100) (1907) describes his opera- 
tion which is the same as that of Simpson in his 
later paper except that he goes obliquely through 
the muscle instead of to the internal ring. Benja- 
min (101) (1909) punctures the fascia opposite 
the internal ring, catches the ligament one and 
one-half inches from the uterus, draws it out and 
sutures it to the upper surface of the fascia. 
Branch (102) (1910) modifies the Gilliam opera- 
tion by closing the opening to the outer side of the 
ligament, as suggested by Ferguson and Simpson, 
and suturing the loop of the ligament to the under 
surface of the fascia. Crossen (103) (1910) 
passes a forceps under the fascia and obliquely 
through the muscle to a point about one inch 
from the internal ring, where the peritoneum is 
penetrated and the ligament caught about one 
and one-half inches from the uterus. Thring 
(104) (1910) describes the method he uses which 
he attributes to Richardson. He divides the 
ligament at the internal ring, punctures the fascia 
at the linea semilunaris, pulls the cut end of liga- 
ment through this opening and sutures it to the 
upper surface of the fascia, pulling the fundus of 
the uterus against the anterior abdominal wall. 
In addition, with the continuous suture which 
closes the peritoneum of his median incision, he 
catches the wall of the uterus in front of the mid- 
line. Dicken (105) (1910) modifies the Simpson 
technique, in cases with marked relaxation of the 


ligament, by first suturing a loop of the ligament 
back to the uterus as in the first step of the Mann 
operation. 

Strobell (106) (1912) modifies the Gilliam 
operation by making an additional short incision 
over each pubic spine. A forceps is passed 
through this incision just above the pubic bone 
and obliquely outward, the ligament caught and 
drawn out, the slack in the outer segment of the 
ligament taken up and the loop sutured to the 
upper surface of the fascia. Caballero (107) 
(1913) describes an operation which he has used 
since 1902 which seems to be exactly similar to 
Crossen’s. Byford (108) (1914) sutures the round 
ligament at a point one centimeter from the inter- 
nal ring back to the uterine cornu and the edges 
of the resulting loop together. This loop is then 
brought forward beneath the peritoneum, as in the 
Mayo operation, and attached to the under sur- 
face of the fascia. 

Talmey (109) (1906) modifies Olshausen’s 
operation by using two sutures on each side, the 
nearest one encircling the round ligament about 
2 centimeters from the uterine cornu. Kohl- 
mann (110) (1910) gives Bumm’s technique of 
drawing a loop of the ligament through an open- 
ing in the peritoneum on either side of the ab- 
dominal incision and fastening it into the muscle. 
Vineberg (111) (1911) modifies slightly the 
Olshausen technique. He fastens each round 
ligament to the anterior abdominal wall with two 
catgut sutures, the outer one about 4 centimeters 
from the uterus, and the inner one encircling the 
round ligament at its insertion into the uterus. 
In addition, in many cases, he catches the peri- 
toneum of the uterus in front of the midline witha 
few of the stitches that close the incision in the 
parietal peritoneum. 

McArthur (112) (1911) splits the peritoneum 
on the anterior surface of the round ligament one 
inch from its uterine end to the internal ring. 
The raw surface of the ligament is sutured to the 
parietal peritoneum from the internal ring to 
within an inch and a half of the median incision. 
Neuhoff (113) (1913) does the same thing except 
that he does not split the peritoneum of the round 
ligament. 

Neel (114 (1916) gives his modification of the 
technique devised by Kelly. He separates the 
fascia from the rectus muscle 4 centimeters to the 
side of the incision, passes a silk suture through 
the muscle and peritoneum, picks up the peri- 
toneum of the anterior wall to the internal ring 
and of the round ligament, to a point one or two 
centimeters’ from the uterine cornu where the 
ligament is pierced, the suture being then carried 
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back through the abdominal wall to the starting 
point and tied. 

The first of this type of operations, Ferguson’s 
and Gilliam’s, were devised to avoid the greater 
objection to ventrosuspension, that is, the lia- 
bility to dystocia. The advantages are that it 
causes no interference with pregnancy or labor; it 
utilizes the proximal or stronger part of the liga- 
ment; it is comparatively free from recurrence 
and is quickly and easily performed. After the 
publication of these papers, the objection was 
made that, as there were two bands across the 
peritoneal cavity, instead of the one in ventro- 
suspension, there was a double danger of internal 
strangulation. This brought out a number of 
papers in rather rapid succession in which the 
writers reported their methods designed to over- 
come this objection. 

At the meeting of the Southern Surgical and 
Gynecological Association, Cincinnati, in 1902, 
the papers of Ferguson (83), Simpson (85), and 
Noble (86) were read. In all of which the 
principles involved are very similar, and were 
thus summarized by Simpson: the ligaments are 
to be beneath the peritoneum, are to be directed 
forward and the proximal or stronger part of the 
ligament is to be utilized. He stated at that time 
that the procedure he devised permitted of many 
modifications to suit the ideas of the different 
operations. How accurately he foretold the 
future is shown by the number of modifications 
devised since that time, which differ only in minor 
details from the previous operations. 

Concerning the danger of internal strangula- 
tion, Gilliam (115) (1911) stated that he had 
never seen or heard of this accident following his 
operation although it had followed many hun- 
dreds of operations by many operators. This 
seems to be just as true today as it was then, 
as we have been unable to find any cases of ob- 
struction reported. But as Simpson (85) pointed 
out, a patient may carry a congenital hernia for a 
great many years, without ever being aware of its 
presence, and develop a strangulation when well 
advanced in life. So it would seem that this 
objection, even though it is only theoretical, 
should be given weight. The retroperitoneal 
operations can be performed just as easily and 
with practically no more injury to the patient, 
and are free from this objection. That the results 
of this form of operation are good is shown by 
Simpson’s (95) results, 97 per cent of anatomical 
cures. As pointed out by this writer there are 
three classes of cases in which success of the 
round ligament operation alone is not likely to 
be uniformly obtained: 
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“‘7. When the ligaments are very delicate. 

2. When the congenital attachment of the 
bladder is low and that of the sacro-uterine liga- 
ments is high. 

“*2. When the sacro-uterine ligaments and the 
base of the broad ligaments have been very much 
stretched, giving a decided prolapse.” 

Bovée (116) has repeatedly called attention to 
the function of the sacro-uterine ligaments as an 
important factor in the maintenance of the uterus 
in its normal position. Where descensus of the 
cervix is a part of the retroversion some form of 
shortening of the sacro-uterine ligaments is neces- 
sary, and unless this is done, the patient will not 
be symptomatically cured, even if the fundus of 
the uterus is in its normal position. 

The majority of patients requiring correction 
of their displacements are those in whom it has 
followed a previous confinement. This points 
to the necessity of careful supervision of patients 
after their delivery to secure proper involution 
both of the uterus and its ligaments. This 
applies just as forcibly to those patients who have 
had an operation as to those who have had no 
such experience. 

From this review of the various operations for 
shortening the round ligaments we would suggest 
the following as the principles upon which a satis- 
factory operation depends: 

1. It should be quickly and easily performed. 
As the condition requiring operation has of itself 
no mortality, any operation for its correction 


“ 


. should involve the least possible risk. 


2. It should have a minimum of recurrences. 

3. It should not interfere with subsequent 
pregnancy and labor. 

4. The ligaments should be beneath the peri- 
toneum, to avoid the, at least theoretical, danger 
of internal strangulation. 

5. The proximal or stronger portion of the 
ligament should be utilized. 

6. The shortened ligament should be directed 
forward or along the normal course of the round 
ligament. 

7. It should be intraperitoneal to permit ex- 
ploration of the adnexe, appendix, or other 
abdominal organs. 

8. It should involve the least possible trauma- 


tism to avoid post-operative intestinal ad- 
hesions. 
g. It should not overcorrect. If the fundus of 


the uterus is held in contact with the line of in- 
cision a suspension or fixation is liable to take 
place. 

It will be necessary to have reports of the end- 
results in a large series of cases before any con- 
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sensus of opinion will be reached as to the value 
of the different procedures. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


ANZSTHETICS 


Pembrey, M.S., and Shipway, F. E.: Observations 
on the Influence of Anzsthetics on the Tem- 
perature of the Body. Proc Roy. Soc. Med., 
1916, ix, Sect. Anesthelics, 1. 


The authors make the following statements in 
regard to heat elimination and production but give 
no experimental evidence or references to support 
the statements. ‘‘Deep anesthesia abolishes the 
regulation of both the loss and production of heat, 
so that the response of the warm-blooded animals 
to external heat and cold resembles that seen in 
cold-blooded animals: a fall of external temperature 
diminishes, a rise increases the production of heat. 
It is this fact which complicates the problem. The 
internal temperature of a patient may show a fall, 
a rise, or no change according to the conditions 
involved during the period of anesthesia. A fall 
in the rectal temperature from roo to 97° F. is with- 
in physiological range, when the whole extent of 
the daily variation in temperature is considered, but 
in the case of an anesthetized patient subjected 
to an operation in a warm theater (72° to 74° F.) 
such a fall may occur within one hour. 

“During short operations of slight severity the 
necessity for precautions against the loss of heat 
is not urgent, for in an adult there is, owing to the 
mass of the body, a reserve of heat which is not 
rapidly dissipated in a warm theater. In such cases 
the advantages of warm ether, as compared with 
cold, may not be so apparent. On the other hand, 
in the case of long operations or an operation upon 
a patient possessing a low resistance, the difference 
may be of great practical importance.” 

W. M. Boornsy. 


Gley: The Inevitable Dangers of Chloroform 
Narcosis (Sur les dangers inévitables de la chloro- 
formisation). Bull. Acad. de méd., Par, 1916, lxxv, 
608. 


In discussing a report recently submitted by Rey- 
nier on proposed compulsory chloroformization for 
diagnostic purposes in the French army, Gley calls 
attention to the inevitable results of chloroform 
anesthesia which are quite distinct from immediate 
or late accidents. These inevitable results are le- 
sions of the liver and kidneys as well as alterations 
in the blood and general metabolism. 

The first two are well known. Regarding the 


blood, different experiments have demonstrated that 
in the course, and especially at the end, of chloro- 
form anesthesia there is a neutrophile hypoleuco- 
cytosis and some hours later a neutrophile polynu- 
cleosis. There is a modification in the form of the 
red globules and a dimunition in their number. 
Chloroform lessens the globular resistance of indi- 
viduals subjected to anesthesia. 

Gley states that research has shown that chloro- 
form causes an alteration in the organic exchanges 
characterized by urinary hyperacidity and an aug- 
mentation of urinary chlorides and non-oxidized 
sulphur, etc. Analysis of the blood shows a notable 
lipemia accompanied by acetonemia and often 
acetonuria. 

Owing to these effects of chloroform intoxication 
the author thinks that the functioning value of the 
liver and kidneys should be tested before submitting 
a patient to the effects of chloroform and particu- 
larly when successive anesthesias are contemplated. 
In fact the author thinks that the habitual use of 
chloroform should be renounced on account of the 
accidents that follow its use. W. A. BRENNAN. 


Page, H. M.: Spinal Anzesthesia. 


Gaz., 1916, XXX, 212. ; 


Guy’s Hosp. 

For all ordinary cases inhalation anesthesia is 
the method of choice, but there remain many cases 
in which great advantage is to be gained by the 
use of spinal anesthesia, by means of which either 
the whole or the greater part of the shock is done 
away with and a more complete muscular relaxation 
is gained. The operations in which this method 
may be of especial importance are those for acute 
abdominal conditions, particularly if septic; any 
prolonged abdominal procedure likely to be fol- 
lowed by shock; amputations; operation on the 
bones of the lower extremities; and certain genito- 
urinary operations. 

Seventy cases in which the anesthetic was given 
in the Trendelenburg position are reported, in which 
position it is better to combine a general anesthetic 
with the spinal, the small amount necessary to keep 
the individual unconscious having little if any un- 
desirable effect on the patient, who escapes the dis- 
comfort of lying prone for a long period. 

The infection is given with the patient lying on 
the side, immediately after which he is turned on the 
back and the thighs well flexed. Fifteen minutes 
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after the injection of novocaine and twenty minutes 
after stovaine the patient is placed in the Tren- 
delenburg position. Twelve cases were operated 
on without any general anesthesia. In the re- 
maining 58 there was perfect relaxation in 55. 
In the three cases of partial failure a deep inhalation 


SURGERY OF THE 


HEAD 


Don, A.: Treatment of Head Injuries in a Casualty 
Clearing Station. Lancet, Lond., 1916, exc, 1034. 


The author notes the treatment of 150 cases of 
head injuries operated upon since the war began, 
most of them in a casualty clearing station which was 
located in France not far from the trench fighting, 
and the cases came under treatment soon after the 
receipt of the injury. Casualty clearing stations 
are not fully equipped for work. They lack X-ray 
machines — a very important essential in the man- 
agement of head cases. The results given by the 
author were obtained in the absence of X-ray 
evidence, and as good as they are, they would natu- 
rally have been far better with more complete equip- 
ment. 

The experience in the present war upholds the 
rule of early operation in all head cases. Travel 
in motor ambulances is bad for head cases, especially 
. in winter. Delay means extension of sepsis, and 
sepsis is responsible for the large majority of deaths, 
either immediate or remote. External scalp wounds, 
injuries to the cranium, dura, brain, and meninges 
all require early attention to prevent sepsis, and 
this can be given with better results, because earlier, 
where the casualty stations are, than later on the 
line of communications. 

The plan followed is to cleanse the scalp of all 
dirt, blood, and hair. The field of operation should be 
guarded by clean towels; the scalp and wound are 
next painted with tincture of iodine, and the wound 
is then excised freely, leaving a clean-cut edge which 
is undamaged to the eye. If there is obvious injury 
to the skull trephining should be promptly done. 
A hole three-fourths of an inch in diameter is made 
at the side of the opening or fissure and the dura 
examined. The trephine opening may be enlarged 
with a rongeur, and if there is no blood-clot, opening 
in the dura, or other injury, nothing more is neces- 
sary. If the dura is injured it is slit up and spicules 
of bone or blood-clot are removed. Probing with a 
probe, catheter, or finger should be avoided unless 
definite evidence of the presence of spicules of bone, 
metal, or other foreign body is detected. It goes 
without saying that pressure from intracranial 
blood-clot should be treated in the same way. 

The flap incision, which was extensively used in 
the beginning of the war, and the removal of a big 
piece of the skull by the de Vilbiss forceps are not 
suitable methods to use at clearing stations, since 
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anesthesia was necessary. There was no case of 
interference with respiration and no patient died 
before recovery from the induced paralysis. Nine 
cases died, but analysis shows that probably in 
none of these was the spinal anesthesia responsible. 
E. K. ARMSTRONG. 


HEAD AND NECK 


they interfere with subsequent operations that may 
be deemed necessary. 

Shell wounds are prone to be followed by brain 
abscess because of hair and dirt carried tothe brain. 
The rifle-bullet wounds are less apt to be followed 
by abscess or other complications. Men with head 
wounds do not as a rule return to the colors, and 
lodged bullets should be removed at home hospitals 
where brain specialists are to be found. It is 
different in cases where lodged shell fragments are 
suspected. They are much more apt to induce 
sepsis and its complications so that when possible, 
even at a clearing station, the rule is to remove 
them. 

An opportunity to study the results of English 
surgeons who believe in huge scalp flaps and large 
cranial openings, and those of the French surgeons 
who practice the linear or angle incision and small 
trephine openings, is interestingly commented upon 
in favor of the latter, which is considered far more 
appropriate in casualty clearing stations where lack 
of adequate equipment obtains. 

Indications for operation are: (1) the presence of 
a penetrating wound of the head; (2) fitness of pa- 
tient to stand a general anesthetic; (3) the presence 
of a surgeon with some experience in cranial sur- 
gery. 

The average operator can always remove dirt from 
the wound by a clean-cut incision; open the cranium 
wide enough for the extraction of pieces of bone 
pressing on the dura or sticking in the brain, to 
favor drainage of blood or pent-up brain débris and 
to restore pulsation. These essentials involve but 
little shock; they require a minimum of time and 
they are attended with immediate results. When 
so treated head injuries are followed by primary 
healing in most cases, and cerebral hernia is the 
exception. 

Though gas infection is rare in head wounds, free 
drainage should be afforded by plenty of drainage 
tubes inserted wherever drainage is called for, 
even in the brain opening. Ample drainage pre- 
cludes the possibility of dead tissue persisting in 
wounds, and when devitalized tissue is eliminated, 
saprophites, like bacillus aerogenes capsulatus, 
can no longer thrive. 

After battles only the mild cases should be trans- 
ferred to the rear. The most serious cases should be 
retained for some time for treatment on the lines 
mentioned, which will put them in a position to 
bear the ill effects of transport. L.A. La Garber. 
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Cushing, H.: Concerning Operations for the 
Craniocerebral Wounds of Modern Warfare. 
Mil. Surgeon, 1916, xxxviii, 601. 

Wounds of the head and extremities form a large 
majority of the total injuries in the present war, as 
shown by recent statistics. It has been clearly 
proved that specialization in the treatment of 
wounds in this war is of the greatest value in re- 
turning wounded men to active service in a condi- 
tion of comparative health. 

The importance of all cranial wounds, however 
slight, is emphasized. Roberts found that in a 
series Of 140 supposedly minor scalp wounds 41.5 
per cent had skull fractures with more or less severe 
intracranial complications. 

The author is strongly opposed to the routine 
treatment, practiced at some first line hospitals, by 
enlargement of the wound by a crucial incision, 
elevation of the depressed fragments, etc., and 
gauze drainage. He cites cases in which the results 
of this treatment have been unsatisfactory or worse. 
He believes that in cases of cranial wounds, removal 
to the base hospital where proper equipment, care- 
fully planned operations, aided by the X-ray can be 
had, is the wisest course. He advises a flap-in- 
cision away from the wound, thorough exploration, 
closure of the incision with buried galea sutures, 
supplemented by cutaneous ones (to be removed on 
the second day) to insure primary healing with 
scalp protection for the denuded dura or brain; if 
drainage is advisable, rubber tissue drains in the 
distant angles of the incision should be used, gauze 
never. Under this treatment the patient’s chances 
are better, even after a delay of several days, than 
with an immediate operation at an ill-equipped 
first line hospital. 

The different types of cranial wounds from pro- 
jectiles are described, with their characteristic symp- 
toms. An important one is the median tangential, 
or “gutter,” wound received on the vertex, involv- 
ing the lateral expansions of the longitudinal sinus, 
causing stasis in the large cerebral veins. The 
symptoms are those of immediate bilateral spastic 
paraplegia in the severer cases — “longitudinal sinus 
syndrome.” <A mild case observed by the author 
showed weakness and spasticity of both legs. The 
milder cases, even with depressed fracture, may 
recover without operation. In the severer cases, 
with cortical injury, operation should be under- 
taken only under the most favorable circumstances, 
the operator being prepared to control hemorrhage 
from a bleeding sinus by implantation of raw muscle 
or vulcanized fibrin fibers; ligation to be avoided if 
possible. The same principles apply in the treat- 
ment of posterior wounds involving the occipital 
lobes and causing central blindness. 

In general, the author believes that good results 
follow a primary operation with closure, even four 
or five days after the injury; poor results with death 
from meningitis follow in cases treated at the front 
in the routine way and packed with gauze. 

Horace BINNEY. 
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Browning, W.: The Anatomical Cause of the Fre- 
quency of Hydrocephalus in Childhood. Med. 
Rec., 1916, Ixxxix, 959. 


In the production of hydrocephalus two compli- 
mentary conditions are found, secretion and reten- 
tion, both processes normal within limits. Unless 
there is an abnormal damming back there can be 
no accumulation and it is this phase that the author 
especially considers. 

Many partial and indirect factors have some bear- 
ing on this youthful potentiality, narrower passages, 
softer tissues, thin bones, metabolic growth-errors, 
etc. But back of these is an anatomical and mechan- 
ical peculiarity which is not ordinarily appreciated. 

From a mechanical standpoint there are three 
causes of hydrocephalus: (1) oversecretion, as by a 
block in the vein of Galen, leading to excessive pro- 
duction of fluid; (2) closure of the outlets from the 
ventricles, as at the foramen of Munro, the iter, 
or the three outlets from the fourth ventricle; (3) in- 
terference with the efferents from the subarachnoid 
space. The first two are relatively rare and may 
occur at any time of life. While the third form may 
occur at any time of life, there is an anatomical pe- 
culiarity which favors its formation in the early 
years. 

There are two general classes of these efferents 
from the subarachnoid space; one may be called the 
quadruped or animal type; the other the (postnatal) 
human type. There may be additional minor out- 
lets as along cranial nerves or by direct absorption 
through the surround ng tissues. 

The animal type of discharge consists of minute 
channels or vessels that lead from the spinal sub- 
arachnoid space along out-going nerves to the 
extraspinal tissues. In animals these channels per- 


’ sist, whereas in the human they exist only up to the 


time of birth. 

When these avenues become closed there is a 
compensatory process which gradually relieves the 
situation and allows for more complete drainage of. 
the subarachnoid space. Pacchionian bodies grad- 
ually develop although they do not appear in large 
numbers until after the twentieth year. It thus 
follows that the earlier years of life are especially 
susceptible to hydrocephalus before this compensa- 
tory process has become established, and after the 
closure of the animal type of vessels. J. H. Sxites. 


Vilvandré, G., and Morgan, J. D.: Movements of 
Foreign Bodies in the Brain. Arch. Radiol. & 
Electrotherap., 1916, xxi, 22. 


The authors report two cases in which bullets 
penetrating the brain subsequently wandered from 
their original location. 

In the first case the bullet moved from the frontal 
lobe to the wall of the ventricle in the period of two 
weeks intervening between examinations. 

In the second case the bullet moved from the 
right parietal lobe outward and downward to the 
occipital lobe in a period of ten days. 


Both cases terminated fatally. G. W. Grier. 
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Keschner, M.: Large Endothelioma of the Dura 
Compressing Both Frontal Lobes. J. Am. M. 
Ass., 1916, Ixvi, 1913. 

Keschner herewith reports a rare case of a colored 
woman, aged thirty, in whom both frontal lobes of 
the brain were compressed by a large endothelioma 
of the dura, diagnosis being verified by the pathol- 
ogist’s report of the necropsy. In this case, ex- 
ophthalmos was an early symptom, and a post- 
neuritic atrophy resulted, within a period of five 
months, in total blindness. 

There was an absence of the Babinski reaction, 
but the abdominals were present. The Wasser- 
mann test was negative, and the cerebrospinal fluid 
was under considerable pressure. The exact loca- 
tion of this growth was not easy to determine, as 
the symptoms of cerebellar tumor are closely allied 
to those of frontal tumors. 

The author calls attention to the relative value of 
early and of late symptoms of brain tumor; also to 
the symptoms of tumor of the corpus callosum. 
He does not believe that mental symptoms occurring 
in brain tumor are necessarily confined to frontal 
lobe involvement. 

At autopsy, the brain measured 17 x 12 x9 cm., 
and appeared normal with the exception of the 
tumor mass. 

The tumor was attached to the dura in the center 
of the olivary process of the sphenoid for the dis- 
tance of one-fourth of an inch, and connected with 
the brain by a few vascular strands. The micro- 
scopical diagnosis was endothelioma. 

Emit C. RoBiTsHEK. 


Priani, P.: Clinical Considerations of Lesions of 
the Hypophysis (Consideraciones clinicas sobre 
lesions de la hipofisis). Prensa méd., Argent., 1916, 
li, 411. 

The author discusses acromegaly and hypophy- 
sary dystrophia. He reports three cases with a 
greater or less degree of hyperpituitarism, i.e., 
enlargement of the face, particularly about the in- 
ferior maxillary region; extremities enlarged; mac- 
roglossia; sexual disturbances characterized by 
diminution of function or lack of development; 
ocular disturbances, laterdl or bilateral hemianop- 
sia, or complete obfucsation. The radiograph 
showed a tumor of the sella turcica in each case. 
The tumor in the first case, that of a man, was of 
long and slow evolution and was diagnosed as a 
simple adenoma. The other two cases which were 
in females, on account of the rapidity of evolution, 
were diagnosed as adenocarcinoma. The rapid 
increase in these cases caused a herniation of the 
growth from its habitual cavity with subsequent 
compression symptoms. 

In these two cases the disturbances of vision were 
marked. Both of these cases were operated upon 
by the endonasal method, and the tumors, weighing 
respectively 100 gr. and 12 gr., were removed. 
Both patients died. 

The author thinks the cases show the necessity 
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for early diagnosis and treatment, as in advanced 
cases like the above the tumor is large, and while 
surgical intervention offers the only chance of relief, 
yet it is impossible to completely extirpate the tumor 
by any method now in use. W. A. BRENNAN. 


NECK 


Barnhill, J. F.: Some Essential Points in the 
Anatomy and Surgery of the Thyroid Glands. 
Am. J. Surg., 1916, Xxx, 137. 

After a preamble in which he makes a plea that 
the otolaryngologist should perform the surgery of 
the head and neck, the author proceeds to the sub- 
jectin hand. The points of paramount importance 
in the surgery of the thyroid are: (1) the large blood 
supply entering the gland at its upper and lower 
poles; (2) the outer or surgical capsule and the inner 
or glandular capsule between which the dissection 
of the gland should be undertaken; (3) the parathy- 
roid glands, one to eight, usually four in number, 
which lie in the intracapsular space. 

The chief dangers of thyroidectomy are the anes- 
thesia, hemorrhage, and shock, suffocation from 
collapse of the trachea, injury to the recurrent laryn- 
geal nerve, and injury to or removal of one or more 
of the parathyroid glands. Exophthalmic goiter 
patients are always grave risks, due to their toxic 
state. To avoid suffocation from collapse of the 
trachea, a tracheotomy tube should always be at 
hand to be inserted at the first sign of obstructed 
respiration. 

In the removal of the thyroid gland, the author 
employs the horsehoe incision through the platysma; 
after raising the flaps, he makes a vertical incision 
in the midline and inserts his finger in the intracap- 
sular space between the ribbon muscles and the 
gland to separate the entire anterior surface of the 
gland before cutting across the muscles. After the 
muscles are severed and turned back, the blunt dis- 
section by finger is continued from the upper pole 
to the point where the inferior thyroid artery enters 
the gland. ‘This artery is ligated as near the surg- 
ical capsule as possible. The author lays stress 
upon the fact that whereas both the inferior thy- 
roid artery and the recurrent laryngeal nerve lie in a 
sheath of their own between the trachea and the 
oesophagus, the artery alone penetrates the sur- 
gical capsule of the thyroid and gland, and, if ligated 
within that capsule, insures the safety of the nerve. 
He never makes a special attempt to isolate the 
nerve. ; 

The inferior thyroid artery also marks the limit 
of safety in regard to the posterior parathyroid 
glands which lie in the connective tissue close to the 
entrance of the inferior thyroid artery. In order to 
avoid the removal of this important structure, the 
author cuts across the gland substance above this 
point, and leaves a small lobule of gland tissue in 
situ. He believes that the operation of thyroidec- 
tomy for simple goiter should have a mortality no 
higher than tonsillectomy in adults; exophthalmic 
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goiter cases should always be handled in consulta- 
tion with a competent internist, and if possible no 
surgical procedure should be undertaken until the 
pulse has reached 120 beats per minute. Hzemo- 
stasis is an important factor in the safety of all op- 
erations and should be especially carefully attended 
to in goiter operations. E. FIscHe.. 


Functional Significance of Mito- 
Bull. 


Goetsch, E.: 
chondria in Toxic Thyroid Adenomata. 
Johns Hopkins Hosp., 1916, xxvii, 1209. 


The cause of thyroid intoxication in individuals 
who show only the presence of circumscribed ade- 
noma has not yet been satisfactorily explained. 
Pressure of the tumor on surrounding normal tissue 
causing an expression of normal thyroid secretion 
into the circulation in excessive amounts has been ad- 
vocated as the explanation, as has also the theory 
that the tumor, a foreign body, acts as an excitant 
on normal tissue thus producing increased secretion 
with its train of toxic symptoms. It has long been 
the experience of surgeons that removal of the ade- 
noma is followed by clinical improvement if not by 
cure. The author has attempted to solve this puz- 
zling problem by a close cytological examination of 
the tissue removed in cases of goiter. 

A typical case of toxic goiter in a middle-aged 
woman is cited in detail. A goiter of many years’ 
standing after various nervous and physical trau- 
mata began gradually to manifest toxic symptoms. 
At operation a circumscribed foetal adenoma was 
removed from the right lobe and the isthmus. Op- 
eration was followed by more or less immediate im- 
provement and in one year the patient was practi- 


SURGERY OF 


CHEST WALL AND BREAST 


Peck, G. A.: The Early Diagnosis of Cancer of the 
Breast. Am. J. Surg., 1916, xxx, 188. 


The author reviews the recent literature, giving 
in abstract the attitude of various writers toward 
breast tumors and the symptoms which they regard 
as valuable in making a diagnosis of these conditions, 
also the important laboratory tests that have been 
employed as diagnostic measures. 

He makes no claim to originality in the article, 
but gives a concise and orderly presentation of the 
clinical symptoms of breast cancer as contrasted 
with benign growths and calls attention to the var- 
ious symptoms and methods that are employed in 
arriving at an early diagnosis. 

His conclusions based on his review of the litera- 
ture are as follows: 

1. The clinical signs and history must form the 
basis for a diagnosis of malignancy in the breast. 

2. Serology and other general laboratory tests, 
as at present perfected, are not dependable for the 
diagnosis of these cases. 
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cally normal. The usual histological study of the 
excised adenoma showed nothing to account for a 
hyperactivity of thyroid substance. The cells lining 
the follicles were low cuboidal or even flattened, and 
nowhere was there infolding of the follicles. Col- 
loid was fairly abundant. There was no increase 
in vascularity. The usual histological examination 
would lead one to suppose that the adenoma was 
functionally inactive. 

The author attempted to explain the hyperactivity 
of this seemingly benign adenoma by a close histo- 
logical study. He chose a technique which shows 
clearly and easily the presence of structures com- 
monly known as mitochondria granular rods or fil- 
aments occurring in the cytoplasm of all cells; being 
more abundant in the active stages of cell life and 
diminishing in number as the cell becomes inactive 
or senile. Therefore it seemed logical that the more 
active glandular cells should show more numerous 
mitochondria. 

Applying this theory to the adenoma in question 
by suitable technique of staining, the mitochondria 
were demonstrated in greatly increased numbers in 
the cells of the adenoma. Applying the hypothesis 
to adenomata removed from glands which were 
clinically inactive, no increase in mitochondria was 
‘observed. Frank cases of Basedow’s disease were 
also studied, and they, too, showed a marked in- 
crease in the mitochondria in the thyroid gland 
tissue itself. It would therefore seem probable that 
the presence of mitochondria in greatly increased 
numbers is directly correlated with an overproduc- 
tion of an otherwise normal thyroid gland secretion. 

KE. FIscHe.. 


THE CHEST 


3. Repeated examinations, at regular intervals, 
are desirable in doubtful breast tumors, but the 
complete clinical picture should not be waited for — 
before operation is advised. 

4. The influence of physiological development 
and atrophy of the breast, in which a tumor is 
present, should be kept in mind. 

5. Most tumors of the female breast at or near 
the twentieth year are benign; whereas, at or near 
the fortieth year they are malignant. 

6. Section through or into the tissue of a tumor 
of the breast is never justifiable for the purpose of 
diagnosis. Well-defined growths should include 
surrounding tissue when removed, but ill-defined 
ones are best removed with one-fourth or one-half 
the entire mammary gland. 

7. Cross-examination of the fresh specimen by a 
well qualified pathologist, at the time of operation, 
is safer than examination of frozen sections alone. 

8. One should not be content with a partial 
operation in breast tumors, if there is a question 
of malignancy. Only the removal of the lymphatics 
and the entire breast can effect a cure in such cases. 
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Learmonth, M. E.: Acute Mammary Carcinoma. 
€anad. M. Ass., J., 1916, vi, 499. 


It is estimated that acute mammary carcinoma 
occurs in about 1 per cent of all breast carcinomata. 
Of the 40 cases reported, only two are living past the 
five-year limit. The average age of onset is about 
4o years. The first thing noted is usually a lump 
in the breast during pregnancy. ‘The course of the 
disease is rapidly fatal in from one to six months 
unless recognized early and appropriate surgical 
measures undertaken. The involvement spreads 
rapidly, giving a massive induration. About one- 
fourth of the cases show retraction of the nipple. 
The orange-skin appearance of the skin, due to the 
blocking of the lymphatics, is a marked feature. 

In case surgical intervention is not obtained 
early in the disease, death follows from toxemia. 
In case of a small tumor appearing in a pregnant 
breast, and upon its increasing in size, the diagnosis 
lies between acute carcinoma and tuberculosis, be- 


cause of the rarity of acute infections at this time.. 


Acute infections are usually associated with the 
nipples. The author advises exploration with the 
cautery, immediate examination of the specimen 
microscopically, and radical removal in case it 
proves to be carcinoma. Harry G. SLoan. 


MacCarty, W. C., and Mensing, E. H.: The Rela- 
tion Between Chronic Mastitis and Carcinoma 
of the Breast. St. Paul M.J., 1916, xviii, 164. 


From the study of 967 mammary carcinomata and 
406 cases of simple chronic mastitides, certain 
questions and their answers have been evolved: 
(1) Is carcinoma always associated with chronic 
mastitis? In this series of cases the association was 
constant. (2) Is chronic mastitis always associated 
with carcinoma? In the experience of the authors, 
it certainly was not. (3) Are there any facts 
relative to the possibility of precancerous con- 
ditions in chronic mastitis which point to a possible 
etiological relationship between carcinoma and 
chronic mastitis? There are three distinct condi- 
tions of cellular activity in this parenchyma of the 
mammary acinus which bring chronic mastitis and 
mammary carcinoma into intimate association 
and legitimately prohibit the consideration of the 
one without the consideration of the other. The 
microscopic pictures of the pathology of chronic 
mastitis is given, and the authors claim the line of 
demarcation between the acinus and the stroma is 
sometimes confused, thereby making it impossible 
to accurately state whether one is dealing with 
carcinoma or not. 

There are three distinct histological pictures in 
chronic mastitis, the first being characteristic of all 
chronic mastitis, the second, characteristic of some 
specimens of chronic mastitis, the third, in its earli- 
est stages, is associated with the first and second 
conditions. The third condition is a recognized 
picture of carcinoma. The first is a benign con- 
dition, and with our present knowledge, the clin- 
ical significance of the second condition is still un- 
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determined, although it represents the precancerous 
histological picture. 

From these facts the authors believe that there 
certainly is an association of chronic mastitis with 
carcinoma, but cannot state, scientifically, that 
chronic mastitis is an etiological factor in mammary 
carcinoma. 

The average age of the 962 patients with carcino- 
ma was 47.9 years, in comparison with the 
average of 4o years of 406 patients with simple 
chronic mastitis. A discharge from the nipple is 
present in 8.4 per cent of all carcinomata and 6.6 
per cent of all chronic mastitis. Trauma as a 
possible etiological factor in the development of 
chronic mastitis and cancer is greatly minimized 
in this series by the comparatively small percentage 
of patients in which this factor is recorded in the 
history. In cases of carcinoma in this series, 
only 8.6 gave a history of trauma, while 4.4 with 
chronic mastitis gave similar histories. In this 
series 13 per cent of the patients with carcinoma 
and 22 per cent with simple chronic mastitis were 
unmarried, which minimizes, to a certain degree, 
the possibility of lactation and its coincident in- 
fection. 

Pathologically, carcinoma is not a condition which 
is dependent upon the age of tissues but on some 
other condition of the tissues. Of all cases of chron- 
ic mastitis 37.3 were diagnosed correctly by the 
clinician; the other 62.7 depended on fresh tissue 
diagnosis. In 325 of these cases of carcinoma of the 
breast clinical diagnosis of the glandular involve- 
ment showed that only 120, or 36.95 per cent, 
actually had had it. 

These errors emphasize the great value of an 
immediate fresh tissue diagnosis, in connection with 
operative interference. The authors believe that 
practically one out of every five patients with cancer 
of the breast may be saved from operation if the 
surgeon has a competent surgical pathologist associa- 
ted with him in his work. 

From the foregoing facts, the authors have em- 
phasized the following five points: 

1. Cancer of the breast is always associated with 
chronic mastitis. 

2. The percentage of legitimate error in the clin- 
ical diagnosis of simple chronic mastitis and carcino- 
ma is, respectively, 62.7 per cent and 23.9 per cent. 

3. The percentage of legitimate error in the clin- 
ical diagnosis of the condition of axillary glands is 
36.9 per cent. 

4. There are three distinct histological pictures 
of chronic mastitis, the one extreme in its benign 
condition, and the other extreme in its malignant 
condition. The mean which may be easily recog- 
nized is, at present, doubtful. 

5. The association of the two conditions is too 
close to allow the consideration of one without the 
consideration of the other. 

The authors believe the following to be the true 
logical plan: (1) Conditions in the breast which are 
associated with classical clinical signs of carcinoma, 
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should be treated radically. (2) In the doubtful 
cases of women near or over 35 years of age, the 
entire mammary gland should be removed for 
immediate examination. If primary or secondary 
hyperplasia be present, nothing more should be 
done; if tertiary hyperplasia be present, a radical 
operation should be performed. 

In doubtful patients, near or under thirty-five 
years of age, a wide section of mammary gland, in- 
cluding the pathological condition, should be re- 
moved for examination. If primary hyperplasia be 
present, nothing more should be done. If second- 
ary hyperplasia be present, the rest of the mammary 
gland should be removed, and, if tertiary hyper- 
plasia be present, the radical operation should be 
accomplished. Emit C, RopitsHek. 


Lambrethsen, J.: A Rare Mammary-Tumor (Fin 
seltener Mammatumor). Nord. méd. Arch., Stock- 
holm, 1916, 1, Kirurgi, 6. 

Lambrethsen describes and illustrates a mammary 
tumor which he classifies as a sebaceous carcinoma. 
The tumor showed strips of clear cells lying in a 
groundwork of hyaline connective tissue. He bases 
the diagnosis on (1) the form of these cells which 
have the same developmental characteristics as se- 
baceous glandular cells (They are polygonal with 
rounded angles so that they are almost oval inform.) ; 
(2) on the clear appearance of the cells to which the 
protoplasmic granules gave at the first glance such 
a resemblance as to suggest the thought that the 
sebaceous glands formed the starting point of the 
tumor. W. A. BRENNAN. 


Pallasse, E. and Roubier, C.: Primary Tumors of 
the Pleura (Les tumeurs primitives de la plévre). 
Ann. de méd., 1916, iii, 243. 

Primary tumors of the pleura have always been 
considered a rarity, their existence has even been 
denied by some. The authors, however, consider 
the fact of their existence as indisputable, as evi- 
denced by many undeniable cases in the literature. 
They report three personal cases in detail. The 
demonstration in each case was made at autopsy. 
Histologically. the three cases were: a malignant 
lipoma, a malignant tumor of the fibrous tissue, and 
a benign tumor of the fibrous tissue. 

Primary tumors of the pleura may be divided into 
three categories: benign, mixed, and malignant. 
Benign primary tumors are rare, but some observa- 
tions of lipomata, chondromata, and fibromata have 
been recorded. In addition purely inflammatory 
neoplasms have been noted (syphilloma and 
tuberculomata) on the pleural surface. There is a 
variety of fibrotuberculous pleural hypertrophy 
which can give rise to sessile and pediculated pro- 
ductions and may attain a considerable volume. 

In the class of mixed tumors the authors place 
the recorded cases of chondrosarcoma, myxo- 
fibromatous sarcomata, myxolipomatous tumors 
and the like. Malignant primary tumors of the 
pleura, although comparatively rare, are yet met 
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with more frequently than the two preceding classes. 
Pleural cancer presents itself in two forms, diffuse 
and circumscribed. Such tumors have been des- 
ignated under a variety of appellations, i.e., sarco- 
carcinomata, endothelial sarcomata, proliferating 
lymphangitis, etc., but all may be placed in the two 
classes of sarcomata and endotheliomata. Sar- 
comata of the pleura are very similar to tumors of 
the same kind observed in other organs; they may 
be fuso-, globo-, or giant-celled. Endotheliomata 
occur more frequently than sarcomata. They are 
ordinarily diffuse, accompanied by abundent hem- 
orrhagic tumefaction, and metastases are more often 
met with than in sarcomata. 

Surgical intervention is or should be confined to 
cases where the tumor is clearly circumscribed and of 
considerable volume, so that it shows symptoms of 
compression. Guyot and Parcelier in 29 collected 
cases of malignant tumors of the pleura found 7 
surgical cases; i.e., those in which there were no 
metastases. The apparent operability was 27 per 
cent. Three were operated upon, the others which 
would have been fit for operation having been found 
at necropsy. In one of the operated cases the pa- 
tient was in perfect health two years later. 

Although extirpation is rarely attempted, the 
author thinks that prudent surgical intervention will 
be able to ameliorate the prognosis where the tumor 
cannot be surgically removed, particularly when 
there is an early diagnosis. W. A. BRENNAN. 


Goullioud and Arcelin: Extraction of a Free Bullet 
from the Left Pleura After Establishment of an 
Artificial Pneumothorax (Extraction d’une balle 
mobile dans la plévre gauche aprés établissement 
dun pneumothorax artificiel). Lyon méd., 1916, 
CEXV, 257%. 

The case reported by the authors was that of a 
man who was found to have a movable bullet in the 
left pleura. Believing that extraction could be 
more readily accomplished by the prior establish- 
ment of an artificial pneumothorax, this was done 
according to the Forlalini procedure. 

One month later when the patient was accus- 
tomed to breathing with one lung, a wide incision 
of the pleura was made, there being no appreciable 
respiratory trouble. The bullet being displaced a 
second incision was made in a different intercostal 
space and the bullet removed. 

The double intervention, although it might have 
been avoided, had the advantage of demonstrating 
how the patient had been accustomed by his prior 
pneumothorax to breathe with only one lung. The 
authors think that while the establishment of arti- 
ficial pneumothorax is not indispensable in such 
cases, it is useful for the avoidance of the dangers 
of asudden pneumothorax during operation, although 
of course such total pneumothorax can be prevented 
in the course of operation. 

Nevertheless in pleuropulmonary surgery arti- 
ficial pneumothorax will find numerous indications, 
as in cases analogous to this. W. A. BRENNAN. 
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Jaugeas, F.: Two Cases of Mediastinal Tumor 
Treated by Radiotherapy (Deux cas de tumerus 
mediastinales traitécs par la radiothérapie). J. 
de radiol. et d’électrol., 1916, ii, 92. 

Radiotherapy is the only treatment applicable to 
intrathoracic tumors in which, on account of their 
volume or their localization, surgical intervention 
is either impossible or dangerous. The situation of 
such tumors in a region normally very permeable 
to the X-rays, deprived of organs susceptible of 
being altered by repeated irradiations, and allowing 
multiple ways of access, give very favorable con- 
ditions from a technical viewpoint and permit the 
administration of therapeutic doses and the attain- 
ment of the limits of sensibility in the elements of 
the neoplasm. 

The author reports the clinical data of two cases. 
In one, a woman of 67, irradiation was begun in 
January, 1911, so that the anterior and posterior 
faces of the thorax were alternately exposed to 
weekly treatments. The dosage was 5 H, penetra- 
bility 78 B, filtered through a millimeter of alumi- 
num. After seventeen treatments the woman, who 
had been previously in a very prostrate condition, 
had recovered sufficiently to travel to Switzerland 
for recuperation. On her return she had seventeen 
more treatments and the author reports that all ob- 
jective symptoms have disappeared. He points out 
that while the prognosis of her condition early in 
1911 was fatal, in December, 1915, her very satis- 
factory state is a very happy result of radio- 
therapy. 

In the second case treated, a child of 14, the re- 
sults, while not so satisfactory as in the first case, still 
show a great amelioration. There is no notable 
dimunition in the size of the tumor, but the ac- 
tivity of the neoplastic elements has been checked 
and there is a suppression of the toxic products due 
to it, which has brought about considerable improve- 
ment in the general condition so that the child is 
restored to normal health. W. A. BRENNAN. 


HEART AND VASCULAR SYSTEM 


Ascoli and Masserini: Projectile in the Right Lobe 
of the Heart After Traversing the Cava Inferiore 
(Proiettile entro lorecchietta destra del cuore 
pervenuto attraverso la cava inferiori). Clin. chir., 
1916, Xxiv, 377. 

Preliminary radioscopy of the patient reported 
showed a piece of shrapnel on the projection of the 
left iliac wing about the middle point. A second 
radioscopy made one month later showed the pro- 
jectile in the cardiac circuit. 

It was about 7 to 8 mm. in diameter inside the 
right lobe and it moved its position rhythmically with 
the movements of the lobe. Although the authors, 
judging from published cases, think that operative 
treatment appears to offer the only ultimate hope in 
such a case, yet they hesitated to operate in this 
case on account of the patient’s condition. 

W. A. BRENNAN. 
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Bichat: Extraction of a Piece of Shell from the 
Right Ventricle (Extraction d’un éclat d’obus du 
ventricule droit). Bull. et mém. Soc. de chir. de Par., 
1916, xlii, 1100. 

Bichat reports the case of a soldier wounded in 
the neighborhood of the right lung. Radioscopy 
showed a foreign body in the left part of the thorax 
at the external and lower limit of the shadow of the 
pericardium and heart, which followed the move- 
ments of the heart and respiration. Later examina- 
tions localized this body in the pericardium situated 
behind the sixth rib. 

Operation performed two weeks later under chlo- 
roform consisted in incision over the sixth rib; re- 
section of the rib; longitudinal incision of the peri- 
cardium which was found empty. The projectile 
was felt embedded in the lower extremity of the 
right ventricle. The ventricle was caught between 
two fingers and pulled forward, incised, and the piece 
of shell removed by forceps; some black blood es- 
caped, but a few catgut sutures produced haemo- 
stasis. The pericardium was sutured. 

There was no acceleration in the heart movements 
which remained at 80 until the end of the operation. 
The projectile weighed more than 3 gr. and was 16 
mm. long. The condition appeared to progress sat- 
isfactorily for more than a week. On the thirteenth 
day after operation signs of pericarditis appeared; 
the cicatrix was opened and a quantity of seropuru- 
lent fluid drawn off, but ten days later there was 
sudden aphasia, Cheyne-Stokes respiration was fol- 
lowed by death in a few hours. 

At autopsy the lung wound was shown to be un- 
cicatrized; the trajectory contained a small fragment 
of bone with abundant suppuration. Bichat be- 
lieves that the pericardic infection originated in the 
intrapulmonary infection. 

This is the fourth published case of extraction of a 
foreign body from the heart since the war began. 
In only one of these cases was there a recovery. 
From a consideration of the general literature of the 
subject the author concludes that projectiles in the 
heart, excluding the pericardium, are not well toler- 
ated; that operatory intervention has given better 
results on the whole than non-interference; and that 
the subject opens up a new chapter in war surgery. 

W. A. BRENNAN. 


PHARYNX AND C&SOPHAGUS 


Guttman, J., and Held, T. W.: Carcinoma of the 
(Esophagus Perforating into the Right Bron- 
chus. Med. Rec., 1916, |xxxix, 1039. 


The author reports a case, the interesting features 
of which are as follows: 

The onset of the disease appeared to be at the end 
of September, 1915, four months before the patient’s 
death. The primary cause of the death, carcinoma 
of the oesophagus, had probably existed for a long 
time without giving practically any symptoms what- 
ever. There was no dysphagia, no vomiting, no 
fetor ex ore, etc., up to within a short period before 
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his death. A fistulous communication between the 
oesophagus and bronchus had existed for some time. 
As a result of this, food particles passed from the 
former into the latter and in the course of time gave 
rise to bronchiectasis. 

The patient was sixty years of age and had suffered 
from digestive disturbances for ten years. The 
bronchiectasis gave rise to small pulmonary hxemor- 
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rhages and to cough, thus obscuring the clinica] 
picture by simulating tuberculosis. 
The absence of pain and the comparative euphoria 
at a fever temperature of ror and 102° is interesting. 
The choking and coughing spells when the patient 
attempted to drink is one of the most characteristic 
symptoms of cesophagobronchial communication. 
Epwarp L. CorNELL. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Outland, J. H., and Clendening, L.: Chylous 
Ascites and Chylothorax Due to Carcinoma 
of the Stomach. J. Am. M. Ass., 1916, Ixvi, 


1833. 


A man, 46 years of age, felt well up to six months 
before examination April 16, 1915. The onset of 
his illness was sudden. He had a sudden attack 
of dizziness and vomiting. He did not go to 
bed, but was weak and dizzy and continued to feel 
much the same way for two months. He never 
vomited blood. For three months previous he 
had been troubled with indigestion, pain after 
meals, belching and bloating. The bowels were 
constipated. 

March 27, 1915, the abdomen began to swell very 
suddenly and in a few days was enormously dis- 
tended. It was tapped April 1st and about a gal- 
lon of milky fluid was removed. April 8th it was 
tapped again and 1.5 gallons of ascitic fluid of the 
same character removed. 

April 17th the abdomen was tapped and over a 
gallon of milky fluid withdrawn. The chest was 
aspirated at the same time, three and a half quarts 
of clear straw colored fluid being removed. The 
fluid removed from the abdomen was milky in ap- 
pearance, with a tinge of pink. It contained 1.9 
per cent of albumin and fat and did not react to 
Fehling’s solution. Microscopically it showed small 
fat globules and small specks in constant atomic 
motion. Leucocytes and erythrocytes were humer- 
ous. The patient died May 13th. 

When the abdomen was opened at autopsy, about 
three quarts of milky fluid escaped. The intes- 
tines were distended and covered with a lymphatic 
exudate. The cecum and appendix were enormous- 
ly distended. Small lymphatic channels over the 
surface of the intestine were greatly distended. All 
the glands of the mesentery were enlarged. The 
entire mesentery was a thick mass of glands which 
were soft in consistency. The liver was enlarged 
and oedematous. The gall-bladder was _ large. 
There were no gall-stones. A tumor was present 
along the lesser curvature of the stomach, ex- 
tending from the duodenum to well within the py- 
lorus. The glands of the gastrohepatic mesentery 
were enlarged. No growth was found in the rectum. 

Epwarp L. CorNELL. 


Tuley, H. E., and Graves, S.: Chylothorax, Chylous 
Ascites, and Lymphosarcoma. J. Am. M. Ass., 
1916, Ixvi, 1844. 

A woman, aged 58, married 36 years, with two 
children living, had five brothers and sisters, of 
whom one died of ‘‘brain fever,” one of typhoid 
fever, and one of pneumonia, those living being in 
good condition. The menopause occurred seven 
years previous without complications. The patient 
had always been robust, the normal weight being 
about 200 pounds. For several months she com- 
plained of pain in the scapular regions of both 
sides and could not lie on her back. For a year she 
had had pain and fullness in the epigastrium after 
eating. 

The author first saw the patient October 4, 1915, 
for an attack of dyspnoea, the cause of which seemed 
apparent as the chest was full of sonorous and sibi- 
lant rales and the breathing was typical of asthma. 

November 1 a careful examination was made of 
the thorax and the presence of fluid diagnosed in the 
left pleural cavity. A peculiar feature of the chest 
findings at this time was the presence of bronchial 
breathing over the entire left lung, anterior and pos- 
terior, with intense flatness over the left base. No- 
vember 2a thoracentesis was done through the eighth 
interspace and three pints of thin, milky white fluid 
were withdrawn. The appearance was that of pus, 
but an examination showed it to be free from cells and 
to be a sterile chylous fluid. The relief from the © 
dyspnoea was almost immediate, there being very 
little cough following the aspiration. From then 
until March the total quantity of chylous fluid re- 
moved from this patient’s chest was 48.25 pints. 

At autopsy the head of the pancreas was involved 
in a tumor as described below. The tail was neg- 
ative. 

The lymph-nodes from the neck of the pelvis, 
especially those lying in the posterior mediastinal 
and retroperitoneal spaces, were involved in an ap- 
parently primary neoplasm which was growing 
around the structures in those regions, but did not 
infiltrate any except the head of the pancreas. The 
cervical, axillary, supraclavicular, and infraclavicu- 
lar and bronchial nodes varied in size, the largest 
being about 2 cm. in its greatest diameter, were en- 
capsulated and moderately firm and, on section, 
pale flesh color and homogeneous except the last, 
which were speckled with black. The posterior 
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mediastinal nodes were much larger, reaching a max- 
imum diameter of 4 cm., but were encapsulated and 
softer and paler on section. Below the level of the 
diaphragm the nodes seemed conglomerate in a mass 
larger than one’s fist and involved the head of the 
pancreas. On section this tissue was moist, pale, 
homogeneous, and typically like fish flesh, while 
scattered in it could be seen lobules of pancreatic 
tissue. The lymph-nodes along the lesser curva- 
ture of the stomach, in the gastrohepatic omentum 
and retroperitoneal along the aorta, were enlarged, 
those in the gastrohepatic omentum reaching a diam- 
eter of 4 cm., while those about the abdominal aorta 
decreased in size to the region of the bifurcation 
where they measured about 2 cm. in diameter, but 
were of the same appearance as those described 
above. 

In situ structures about the innominate veins 
were dissected, primary incision being extended at 
right angles laterally along the left clavicle. No ab- 
normality or rupture of the thoracic duct could be 
found. In the posterior mediastinum duct, the 
oesophagus and vessels were surrounded by thé tu- 
mor, but none of these structures were invaded mac- 
roscopically. The heart, lungs, trachea, oesopha- 
gus, aorta, thoracic duct, pancreas, kidneys, and 
suprarenals were removed en masse. The duct was 
slit open and followed to its beginning branches. 
Its mucosa was smooth everywhere. 

The microscopic diagnosis was lymphoblastoma, 
malignant lymphosarcoma, round-cell sarcoma. 

The final diagnoses were: lymphoblastoma of the 
cervical, axillary, clavicular, mediastinal, gastro- 
hepatic, abdomino-aortic, and iliac lymph-nodes, 
invading the pancreas and lung, compressing other 
structures adjacent to them, and metastasizing in 
the spleen; chylothorax, bilateral; chylous ascites; 
gastric ulcers; hemorrhage into the intestine; chron- 
ic endocarditis; chronic aortitis; oedema of the 
legs; fibrous pleural adhesions, bilateral; superficial 
ecchymoses; acute dermatitis of the left leg; multiple 
leiomyomata of the uterus; senile ovaries; post- 
mortem change in the suprarenals; chronic gingivitis; 
atalectasis of the lungs. Epwarp L. CorNELL. 


Chatillon, F.: Spontaneous Pelvic Peritonization 
in Women (La peritonisation spontaneé du bassin 
de la femme). Ann. de gynéc. et d’obst., 1916, xlii, 
146. 


Several authors have from time to time shown 
that certain organs such as the epiploon, colon, etc., 
can among themselves form a protecting tent over 
the lower pelvis destined to prevent the spread of 
suppurative processes into the abdominal cavity. 

From a study based on twenty-seven observations 
made by Beuttner in the Gynecological Clinic of the 
University of Geneva, in which he studied the exact 
condition in which the abdomen was found on mak- 
ing a laparotomy, he sketched certain conclusions 
which he recently published. Chatillon now pub- 
lishes this study on the same lines based on a much 
larger number of cases, viz., 100. 
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Sometimes at a laparotomy the inflamed genital 
organs are found to be so well protected by their 
neighbors that they are scarcely seen, the inflam- 
matory process has been spontaneously peritonized 
and the diseased parts isolated from the abdominal 
cavity hindering propagation of the infection. The 
object of the author’s research is, therefore, to find 
if there are any rules according to which the different 
organs act toward each other or how one or several 
diseased organs are protected by their neighbors. 

The author considers this spontaneous perito- 
nization by means of the rectum sigmoid,cacum, small 
intestine, epiploon, etc. He finds that spontaneous 
peritonization has been produced in too cases as 
follows: 

21 times by 1 organ. 
30 times by 2 organs. 
26 times by 3 organs. 
11 times by 4 organs. 
7 times by 5 organs. 
5 times by 6 organs. 


While Bliesener found that the grand epiploon 
and small intestine were the organs most often util- 
ized, the author’s research showed that the small in- 
testine and sigmoid were the most frequent. He 
draws these general conclusions from his study: 

1. The annexes descend into Douglas’s pouch 
along the posterior wall of the uterus and are peri- 
tonized by adhesions which the rectum, uterus, 
bladder, etc., form around them. In this case the 
peritonization will be effected by the organs of the 
lower pelvis. It will be Jow peritonization. 

2. If the annexes for any reason do not descend 
into Douglas’s pouch and consequently remain in 
good position, peritonization will be effected by the 
organs situated above them or in their immediate 
vicinity; i. e., the epiploon, caecum, sigmoid loop, or 
small intestine. This process the author designates 
as high peritonization. 

3. The combination of these two methods will 
form a third category which comprises complicated 
cases where peritonization proceeds at the same 
time on the part of all the organs. This may be 
termed mixed peritonization. 

Hence the general rules for spontaneous perito- 
nization of the pelvis in woman are: (1) by means of 
the lower pelvic organs, (2) by means of the organs 
of the intestinal tract, (3) simultaneously by the 
lower pelvic organs and those of the intestinal tract. 

W. A. BRENNAN. 


Beach, W. M.: Some Observations on Hernia in 
Relation to Intestinal Stasis. Tr. Am. Proctol. 
Soc., Detroit, 1916, June. 


After reviewing the theories of Keith relative 
to nodal zones situated at different levels in the in- 
testinal musculature the author makes the following 
observations: 

1. We have tried to define intestinal stasis as a 
physiologico-anatomic disturbance of peristalsis by 
an inhibiting influence through the nodal zones of 
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the myenterium, located in the cesophagogastric 
junction, the duodenojejunal area, the ileocecal 
region, and the rectum. This demonstrated in 
the laboratory must be verified clinically. 

2. Anatomic distortions, as kinks, adhesions, 
ptoses, etc., lead to stasis by disturbing the ganglia 
controlling peristalsis. 

3. Hernia is a frequent manifestation of visceral 
displacement concomitant with stasis. 

4. Long truss wearing with great pressure tends 
to produce rectal disease. 


GASTRO-INTESTINAL TRACT 


Terry, W. I., and Kilgore, A. R.: Congenital Steno- 
sis of the Duodenum in an Adult. J. Am. M. 
Ass., 1916, Ixvi, 1774. 


A man, aged 24, presented essentially negative 
family and past history and habits. His illness 
began at the age of 12, with a year of intermittent, 
rather indefinite pain in the lower abdomen, fol- 
lowed by three and a half years of freedom, and then 
four years more of similar attacks at intervals of 
from three to four weeks. The pain was always be- 
low the umbilicus, extending 5 cm. to either side of 
the midline without radiation. There was no 
definite relation to food. It was relieved by hot 
drinks and occasionally by defecation. It was 
usually worse at night. 

He had had no definite pain for five years, but 
four years ago vomiting had begun and had grown 
progressively worse, usually coming after the 
evening meal, sometimes after other meals. There 
had never been hematemesis or melwna. 

The abdomen was scaphoid except for a prom- 
inence about the umbilicus (distended stomach), 
over which there was marked peristalsis from left to 
right. The lower border of the stomach was seen 
and percussed midway between the umbilicus and 
the symphysis. 

At operation the stomach was found to be much 
dilated and low in the abdomen. There were some 
old adhesions across both the anterior and the 
posterior aspects of the stomach toward the pyloric 
end, but none about the duodenum except two very 
thin strands between the pylorus and gall-bladder. 
The pyloric ring was much dilated. The first por- 
tion of the duodenum was dilated, the upper wall 
forming a definite pouch. Just distal to this 
dilated portion at about the junction of the first 
and second portions of the duodenum and above the 
entrance of the common duct, the intestine was 
evenly constricted to one-third or less of its normal 
diameter for about 1.5 cm. There was no thicken- 
ing of the wall and no scars could be found and no 
abnormalities of the peritoneum to account for the 
constriction. 

A posterior gastro-enterostomy was done, and 
when the stomach was cut into, marked thickening 
of the wall was noted in spite of the dilatation of the 
organ, indicating long-standing obstruction. 

The patient vomited during the first forty-eight 
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hours following the operation, the vomitus contain- 
ing considerable blood. Following this he was 
delirious much of the time and on this account was 
given occasional nasal feedings. On the fifth day 
he was apparently much improved and took con- 
siderable nourishment, but vomited small amounts 
twice during the afternoon. Quite suddenly in the 
evening the pulse-rate increased and respirations 
became shallow and rapid and he gradually sank 
into coma and died in six hours. 

At necropsy there was found to be marked dilata- 
tion of the stomach, with partial breaking down of 
the gastro-enterostomy wound, leakage of stomach 
contents into the peritoneal cavity and beginning 
peritonitis. ‘The constriction of the duodenum 
presented the appearance of an obstructing fold of 
the duodenal wall rather than of a narrow tube, 
15 mm. long, as it had appeared before fixation. 
Grossly and microscopically the constriction was 
covered with normal mucous membrane and careful 
search failed to reveal any scar tissue or other 
evidence of old ulceration. | Epwarp L. Cornett. 


Cooke, J. V., Rodenbaugh, F. H., and Whipple 
G. H.: Intestinal Obstructions; a Study of 
Non-coagulable Nitrogen of the Blood. J. 
Exp. Med., 1916, xxiii, 717. 

This communication deals with analyses of the 
blood in intestinal obstruction, intestinal closed 
loops, and other acute intoxications. The tables 
give figures for non-coagulable nitrogen, urea nitro- 
gen, and in some instances the total nitrogen parti- 
tion in the blood. The authors’ interest in this 
study of the blood was aroused by a communication 
of Tileston and Comfort, who, in a large series of 
human cases, reported three cases of intestinal ob- 
struction with very high non-coagulable nitrogen. 
Since that time they have studied the blood of 
various animals which were being observed in con- 
nection with other experimental work. 

They found that most cases of intestinal obstruc- 
tion, especially with signs of acute intoxication, _ 
showed a high non-coagulable blood nitrogen, and 
it seemed to them that this factor might be of value 
in diagnosis and especially prognosis of acute ab- 
dominal conditions. They believe that this non- 
coagulable nitrogen determination is of value in 
various acute intoxications. If the reading is high, 
one may assume a dangerous grade of intoxication, 
but, on the contrary, one may not assume that a 
low reading gives evidence of slight intoxication, 
because a fatal outcome may be associated with a 
low reading. It is of considerable value to know 
that the non-coagulable nitrogen of the blood may 
show high readings in other conditions besides renal 
disease. 

On the other hand, determinations of the blood 
urea alone are of somewhat less value in studying the 
retention products in the blood in these conditions. 
In their experimental animals the blood urea has 
varied from less than 30 per cent to more than 80 
per cent of the total non-coagulable nitrogen, and, 
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while a high urea reading is the rule, the variations 
in the urea curve and the curves of the other non- 
coagulable nitrogenous substances are so great that 
the urea reading is a somewhat unreliable index of the 
extent to which non-coagulable nitrogenous sub- 
stances have accumulated. The authors’ work 
seems to establish the following facts: 

1. Intestinal obstruction, as a rule, is associated 
with an increasing amount of non-coagulable nitro- 
gen in the blood. With acute intoxication the rise 
in non-coagulable nitrogen may be rapid and reach 
as high as three or even ten times the normal 
amount. With more chronic intoxication there may 
be little or no rise in the blood non-coagulable nitro- 
gen. Closed intestinal loops show exactly the same 
picture, and, when combined with obstruction, may 
give very high nitrogen readings. 

2. Acute proteose intoxication due to injection of 
a pure proteose will show a prompt rise in blood non- 
coagulable nitrogen, even an increase of 1oo per cent 
within three or four hours. These intoxications 
also show a high blood content of creatinin and urea. 
The residual or undetermined nitrogen may be 
very high. 

3. A human case of intestinal obstruction with au- 
topsy presents blood findings exactly similar to those 
observed in many animal experiments. Clinically 
the non-coagulable nitrogen of the blood may give 
information of value in intestinal obstruction. A 
high reading means a grave intoxication, but a low 
reading may be observed in some fatal cases and 
gives no assurance that a fatal intoxication may not 
supervene. The kidneys in practically all these 
experiments are normal in all respects. 

It is possible that protein or tissue destruction 
rather than impaired eliminative function is respon- 
sible for the rise in non-coagulable nitrogen of the 
blood in these acute intoxications. Transfusions 
of dextrose solutions often benefit intestinal ob- 
structions, and may depress the level of the non- 
coagulable nitrogen in the blood. Some cases show 
no change in non-coagulable nitrogen following 
transfusions and diuresis, and, as a rule, such cases 
present the most severe intoxication. 

Georce E. BEILBy. 


Power, D.: A Clinical Lecture on Volvulus. Am. 


J. Surg., 1916, xxx, 178. 

Power defines volvulus and states that the exact 
mechanism of its production is unknown, but that 
two necessary factors are: (1) congenital or acquired 
defect in the intestinal attachment, allowing free 
mobility, and (2) a condition producing an artificial 
pedicle. He cites seven cases from which he con- 
cludes that volvulus is one of the causes of acute 
intestinal obstruction and that it may appear in 
newborn children, although this is rare. He be- 
lieves that volvulus requires for its production a 
loop of bowel, lying less securely packed than usual 
in the abdominal cavity, a loaded bowel, and irregu- 
lar peristalis. Frequently there is a twist of one, 
one and a half, or two turns in the loop upon itself; 
usually the mesentery is long in these cases. 
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The onset of volvulus is sudden and painful and 
occurs in persons who have had no reason to be- 
lieve they were not in their ordinary health; it may 
occur without any known cause or it may follow 
an injury to the abdomen; generally the pain is 
persistent, or is characterized by exacerbation. 
The position of the volvulus determines the time of 
the appearance of the signs of intestinal obstruction. 
When the sigmoid is involved, the signs appear 
early; when the cecum is twisted there may be a 
delay till the larger intestine has emptied itself, or 
it may be masked by a discharge of flatus generated 
in the great bowel. The onset of vomiting may be 
delayed or in some cases may be entirely absent, but 
usually it is a marked feature of the condition. At 
first the temperature and pulse are not altered. 

Abdominal distention is limited early to the por- 
tion of bowel involved. In its incipiency there is 
no rigidity of the abdominal walls; local tenderness 
over the actual seat of the volvulus is present, but is 
not very marked until the onset of peritonitis. 

Strangulated hernia, acute perforation of the 
stomach or duodenum, biliary and renal colic, acute 
intestinal obstruction, due to strangulation by a 
band, hemorrhagic pancreatitis, thrombosis and 
embolism of the mesenteric vessel, and appendicitis, 
must, each and all, be considered in the diagnosis. 

The prognosis, at the present time, is extremely 
unfavorable; the improvement in this regard de- 
pends entirely upon the early recognition and early 
operation. In looking up the records in his hospital 
from 1899 to 1915, the author finds that there were 
25 cases of volvulus, 14 men and 11 women. Twen- 
ty-one of these patients died. 

In the after-treatment of volvulus, the author 
believes that nothing should be given by mouth 
for the first twelve hours after the operation, though 
the mouth may be rinsed out with warm water 
from time to time if thirst is distressing. Three or 
four doses of pituitary extract may be given hourly, 
by injecting 0.5 to 1 ccm. into the muscles, in the 
hope of causing contraction of the involuntary 
muscles of the body, thereby stimulating the un- 
striated muscles of the intestine. The rectal tube 
should be passed every four hours if the distention 
is very great. 

In general, the after-treatment is directed toward 
the reduction in the tympanites, as he recognizes 
that the tympanites is a measure of intestinal pare- 
sis, and that as this is reduced the patient will im- 
prove. Emit C. RopirsHek. 


Abbott, A. W.: The Early Diagnosis of Intussuscep- 
tion in Children Under Three Years of Age. 
J.-Lancet, 1916, xxxvi, 319. 

The author gives a series of statistical observa- 
tions made upon twelve cases of intussusception in 
infants under three years of age. The diagnosis was 
made before operation in all but two and the intus- 
susception was found to be ileocecal in all cases. 

In 100 per cent of the cases the attack began by a 
sudden violent abdominal pain, accompanied by re- 
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gurgitation of stomach contents; the child being 
otherwise well. This pain is recurrent, varies in 
intensity, but is regular in periodicity. With the 
pain the child assumes peculiar positions, generally 
prone. In 25 per cent of the cases, collapse quickly 
occurred and the pains were then merely indicated 
by moans and drawing up of the limbs. 

In 92 per cent an abdominal tumor could be made 
out in the course of the colon. 

In or per cent there were no feces in the stools. 
In 83 per cent of these mucus was the chief con- 
stituent of the stools. In 77 per cent of the cases, 
blood was present in the stools only after the second 
day. 

In nearly all cases the abdomen was not distended, 
flaccid, and scaphoid. 

In exceptional cases vomiting was absent, and in 
81 per cent of the series it only occurred after the 
second day. 

Positive identification of the intussusception by 
rectal examination is pathognomic and was demon- 
strated in only 55 per cent of the cases. 

The virulence of the disease and its mortality de- 
pend not so much upon the time elapsing before oper- 
ation as upon the intensity of the strangulation of 
the mesenteric circulation. However, the earliest 
possible diagnosis and immediate operation is im- 
perative. 

In the series, 8 recovered and 4 died. In those 
in which collapse quickly followed the onset all died. 
While in those in which collapse was absent, 8 re- 
covered and one died. P. M. CHase. 


Sweet, J. E., Peet, M. M., and Hendrix, B. M.: 
High Intestinal Stasis. Ann. Surg., Phila., 1916, 
Ixili, 720. 

The authors carried out a series of experiments to 
determine the cause of death in high intestinal ob- 
struction, the clinical picture of which suggests a 
grave constitutional disturbance of a toxic nature. 
Draper’s idea that the toxin is a normal product of 
the duodenum which under normal conditions is 
neutralized or detoxified by the jejunum is sup- 
ported. The authors began with the admitted 
clinical fact that the symptoms of acute pancreatitis 
and acute high obstruction are so much alike, if not 
identical, that a differential diagnosis can be made 
only at operation and this suggested that the lethal 
agent might in some way be connected with the pan- 
creatic juice. 

It is believed that high intestinal obstruction 
is due to the highly toxic properties that have 
been found in the proteose stage of protein di- 
gestion. The normal ferments of the stomach and 
the normal ferments of the pancreas break a protein 
down to this stage; normally it is supposed that the 
gastric digestion carries the proteins of the food to 
the peptone stage, from which the digestion is car- 
ried to the amino-acid stage by the ferments of the 
pancreas and the intestine. The intestinal juice is 
not supposed to contain any proteolytic ferment, 
except the ferment erepsin, which can digest the pro- 
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tein casein, but no others, while its chief function is 
to digest the proteoses to the amino-acids. But 
either gastric or pancreatic ferment is capable of 
producing a toxic proteose. In addition, many bac- 
teria can digest the protein building-stones to the 
highly toxic amine compounds. Further, the sub- 
stance lecithin can, by the action of the fat-splitting 
ferment lipase, be broken down with the formation of 
the choline bases, some of which, such as choline 
and neurine, are highly toxic. 

Whipple has demonstrated that the toxic body 
found in their high loops is a proteose and that this 
purified proteose would exactly reproduce the symp- 
toms of high obstruction when injected into a nor- 
mal animal. 

Two outstanding features of the authors’ experi- 
mental work are: (1) the added demonstration of 
the fact that a gastro-enterostomy opening does not 
function inthe presence of a normal pylorus; (2) the 
explanation of the similarity between acute pan- 
creatitis and acute high obstruction; they are 
alike because they are both essentially the same 
thing, an intoxication with the toxic products of 
protein cleavage, in pancreatitis certainly due to the 
proteolytic ferment of the pancreas, in high ob- 
struction not necessarily, perhaps, but in their opin- 
ion in all probability the same toxin, produced by 
the same ferment. In pancreatitis the escape of the 
products of the digestion of the pancreas into the tis- 
sue permits the intoxication; in obstruction the 
conditions of obstruction permit the absorption of 
toxic products, which under normal conditions 
would cither not be formed, or if formed, would be 
immediately broken down to non-toxic products. 

The authors refer to the failure to find any defi- 
nite poisoning in conditions of stasis of the large in- 
testine and draw attention to the fact that in ptosis 
of the colon the head of the pancreas is dragged 
across the transverse duodenum, producing as has 
been reported a dilated duodenum. Removal of the 
colon would relieve this drag and the authors pred- 
icate the idea that it would be well to consider the - 
chronic absorption of such a poison. 

C. G. Heyp. 


Fowler, R. H.: Complete Congenital Atresia of the 
Ileum. Med. Rec., 1916, Ixxxix, 1039. 


The author reports the case of a baby whose 
delivery was normal and easy, no forceps being 
used, the weight at birth being about seven pounds. 
Vomiting commenced about fifteen minutes after 
birth. The vomitus was green, flaky, and thick 
without special odor. The vomiting continued at 
intervals during the night and the following day. 
The abdomen was slightly distended and tense. 
There was no visible peristalsis, and no masses were 
seen or felt. There were no external congenital 
anomalies. The rectum easily admitted the little 
finger; no blood escaped or appeared on the gloved 
finger. No masses or obstruction were felt. The 
genitalia were normal. 

At operation a right rectus incision was made. 
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A large amount of thin serous fluid escaped on open- 
ing the peritoneum. The small intestine pre- 
sented. It was of dark color and distended six 
times the diameter of the neighboring loops. This 
distended loop of gut literally “popped” into the 
wound. It was blind and free, without fibrous cord 
connection. The mesentery down to its root was 
also lacking at this point. The gut above this point 
was less dilated than the blind pouch. The bladder 
was full, and the stomach distended. No stenosis 
or change in the pylorus was noted. The duodenum 
was dilated slightly more than the commencing 
jejunum. In a hurried search the lower end of the 
ileum was not found. The appendix was normal. 
There was no persistence of the embryonal type of 
cecum. The latter was firmly attached to the 
posterior abdominal wall. The intestines were 
moderately congested. ‘The upper free end of the 
small intestine was sutured to the abdominal wall 
and the abdominal wall closed in layers about the 
protruding gut. Enterostomy was then performed 
by the thermocautery. The patient died five days 
later. 

At autopsy it was found that the total length of 
the small intestine was 56 inches. The ileum ended 
in a small blind pouch 22.5 inches from the ileo- 
cecal valve, one-half inch in diameter. The wall 
of this was thickened and bulbous for a distance of 
three-eighths of an inch. It was slightly curled 
upon itself. The segment distal to this cul-de-sac 
was patent. There was a defect in the mesentery 
at a point opposite the atresia of the ileum. The 
upper blind pouch ended at a point 33.5 inches from 
the pylorus. It was very much dilated for a distance 
of six inches. The widest diameter of this portion 
was 1.75 inches. The duodenum had no mesentery, 
the cecum was located in the right iliac fossa, there- 
fore rotation of the intestine had occurred. The 
ileocecal valve and the pyloric sphincter showed no 
change. The liver, gall-bladder and ducts, and 
stomach were apparently normal. There was an 
accessory spleen. Epwarp L. CoRNELL. 


Huggins, R. R.: Absence of Muscular Tone an 
Important Etiological Factor in Post-operative 
Ileus. Tr. Am. Ass. Obst. & Gynec., Indianapolis, 
1916, Sept. 

Distention and stasis, to a varying degree, follow 
most laparotomies. This is usually considered 
a temporary paralysis, a reflex action through the 
plexus of Auerbach and Meissner, as a result of 
manipulation and trauma to the visceral peritoneum. 
Aside from the paralysis accompanying peritonitis, 
there are occasional cases where infection can be 
excluded, in which the patients die from paralytic 
ileus. This may occur when least expected and 
where there has been very little intra-abdominal 
exposure and manipulation. The comparative 
frequency with which it has occurred with vaginal 
hysterectomy is significant, because there is very 
little exposure and handling of intestines in this 
procedure. Careful pre-operative, operative, and 
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post-operative treatment is important in lessening 
post-operative paresis, but occasionally, in spite of 
this an aggravated form of the above condition 
occurs and death ensues after exhaustion of all known 
methods of relief. When there is evidence of chronic 
fatigue with poor muscle tone, after chronic in- 
fection or long continued strain, there is always 
greater difficulty in dealing with this post-operative 
distention. The author believes that, in certain 
instances, where death occurs from so-called 
paralytic ileus, it is primarily due to lack of muscular 
strength in the walls of the stomach and intestines. 
As a result of observation of various degrees of 
distention in routine abdominal surgery, we find that 
this depends largely on the general muscular tone 
in the individual previous to operation, and the 
amount of exhaustion incident to the operative 
procedure and the effects of the anesthetic. 

Keith has recently called attention to the presence 
of nodal tissue in the bowel, similar to that in the 
heart. This is located at various points in the 
intestinal tract and acts as pacemaker for that 
particular portion. It is neuromuscular in character 
and suggests the intimate relation that exists be- 
tween the muscular and nervous system, and the 
disturbances that may arise, if either is below the 
normal in efficiency. A block may occur, as in the 
heart, at any point where one rhythmical zone passes 
into another. Bayliss and Starling demonstrated 
the intrinsic beat in intestinal muscle. Magmus 
demonstrated that the strips beat more actively 
when removed from a normally fed animal, than 
from one that was not digesting. The intestinal 
tract has an intrinsic tone, regulated by extrinsic 
nerves. Tonic contraction and rhythmical peristal- 
sis disappear when there is general bodily weak- 
ness, and when the depleted central nervous system 
fails to deliver the necessary tonic impulses. Post- 
operative distention varies in direct proportion to 
the strength and tone of the general muscular 
system. Patients with poor general muscular tone 
require more careful preparation, and greater efforts 
to minimize exhaustion from anesthetic and opera- 
tive effects. 


Moschcowitz, E.: The Pathological Diagnosis of 
Diseases of the Appendix. Ann. Surg., Phila., 
1916, Ixiii, 697. 

Moschowitz believes that in 90 per cent of cases 
the diagnosis of a present or previous appendicitis 
may be easily recognized by the naked eye. He 
holds that the conventional method of longitudinally 
slitting the organ to see if the appendix is diseased 
and to what extent is wrong. In acute appendicitis 
the longitudinal method is not so apt to lead to 
mistakes. The author advises simple transverse 
incisions made at various levels. By such incisions 
it is possible to tell accurately the quantity and 
topography of the exudate; the width and conforma- 
tion of the lumen and the evidence of a lumen; the 
relation of the mucosa to the muscularis. Empha- 
sis is placed upon the observation that a local peri- 
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tonitis is always present in the early stages of disease, 
and that the absence, even grossly, of a localized 
appendicular peritonitis practically excludes an 
acute appendicitis. Acute perforations are, in the 
opinion of the author, due to the direct destructive 
action of the bacteria upon the wall of the appendix 
associated with extensive tension upon the exudate 
within the lumen. Thrombosis of the mesenterio- 
lum plays a small part in the etiology of perforations. 

The pathological anatomy of acute appendicitis is 
summarized as follows: (1) The infection is always 
enterogenic as evidenced by the invariable origin 
of the lesion from the mucosa. (2) The lesion 
of acute appendicitis is not a catarrhal inflammation 
as understood in the pathological sense. (3) The 
infection starts in the crypts of the mucous mem- 
brane. Additional weight is lent to this contention 
by the fact that approximately nine-tenths of the 
lesions of acute appendicitis occur at the tip of the 
appendix where stagnation is most apt to occur. 
This fact makes untenable the contention that ap- 
pendicitis is occasionally due to a cecitis or lesions 
of the so-called Gerlach’s valve by interfering 
with the drainage of the organ. (4) The patho- 
logical lesion fairly corresponds to the duration of 
the illness. (5) The essential pathological lesion 
of acute appendicitis is a membranous inflammation, 
a so-called diphtheritic inflammation. 

In healing appendicitis the course of events is 
as follows: The exudate or membrane breaks down, 
becomes necrotic, and leaves an ulcer which gives 
birth to granulation tissue. The extent of this 
granulation tissue depends upon the extent of the 
destruction of the mucosa. If the mucosa has been 
completely destroyed, no regeneration of epithelium 
is possible and the ensuing organization of the tissue 
results in complete obliteration. If the mucosa 
has not been completely destroyed, the epithelial 
lumen is restored, a stricture is formed, the size 
of which is obviously in inverse ratio to the extent 
of the mucosal destruction. At the same time, the 
formation of new connective tissue in the muscular 
coats leads to two changes: deformity, and separa- 
tion of the fibers by newly-formed connective tissue. 
In the peritoneal coat the formation of the new con- 
nective tissue and destruction of the surface epithe- 
lium also lead totwo changes: thickening, and forma- 
tion of adhesions. The histological characteristics 
of a healed or chronic appendicitis are therefore the 
following: (1) a narrow lumen (stricture); (2) com- 
plete obliteration of the lumen by new connective 
tissue; (3) the absence of mucosal crypts. (This 
absence indicates, except in cases where the lumen 
of the appendix has been dilated from other causes, 
that a precious acute suppurative inflammation 
has taken place. This phenomenon is important 
in differential diagnosis, in cases where there is a 
question as to whether the lumen of the appendix 
is narrower than normal.); (4) the widening of the 
submucous connective-tissue zone; (5) the attenua- 
tion and diminution (or even complete disappear- 
ance) of the lymphoid tissue; (6) the infiltration of 
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the muscular coats by new connective tissue, and 
consequent deformity; (7) the thickening, increased 
density, and deformity of the peritoneal coat. 

As a result of the author’s observations it is stated 
that an acute appendicitis always gives rise to per- 
manent pathological changes and, secondly, that a 
normal appendix never has been the seat of an acute 
attack. Of the diagnostic characters of healed or 
chronic appendicitis great emphasis is laid upon 
(1) stricture, (2) obliteration, (3) disappearance of 
crypts, (4) widening of submucosa. The appearance 
of petechial spots scattered throughout the mucasa 
is considered to be due to operative trauma. Di- 
verticulum of the appendix has always been asso- 
ciated with acute inflammation. 

In regard to carcinoma of the appendix the au- 
thor calls attention to certain curious features of 
the disease. Carcinoma of the appendix differs 
from carcinoma of other organs and especially of 
the intestinal tract, in a number of features: (1) It 
occurs as a rule in much younger individuals, most 
commonly in the second and third decades. Two 
of the author’s cases exemplify this. (2) Carcino- 
mata of the appendix, both pathologically and clin- 
ically, are of a very low grade of malignancy. Ap- 
pendix carcinomata resemble other carcinomata only 
in their alveolar structure and the epithelial type of 
cell. In other respects, they differ histologically 
from other carcinomata. The cells are smaller and 
less atypical; the nuclei show little variation in size 
and shape, are less rich in chromatin, and compara- 
tively free from mitotic figures. Finally, there is 
less tendency to invasion of neighboring organic 
structures, and practically no tendency to metasta- 
sis. Indeed, the author finds these pathological 
data brought out by clinical experience. Carcino- 
ma of the appendix has by far the best prognosis 
of any cancer in the human frame. The author 
believes the reports of fatal cases are rare. Per- 
haps one of the reasons for the favorable prognosis 
is the early diagnosis of appendicular pain, due to 
the prompt interference with the drainage of the 
narrow lumen of the organ by the growth of the 
tumor. (3) The vast majority of carcinomata of 
the appendix are of the solid type, whereas carcino- 
mata of the intestine are of the glandular type. 

After a consideration of the subject as a whole,the 
author arrives at the following conclusions: 

1. The pathological lesion of acute appendicitis 
represents a suppurative process from the very be- 
ginning. The earliest lesion is as pathognomonic 
as the primary lesion of syphilis, and all the sub- 
sequent stages of the disease within the organ are 
directly traceable to the spread and development 
of this lesion. There is no pathological evidence 
that an ‘‘acute catarrhal” inflammation of the ap- 
pendix occurs. 

2. The changes associated under the name 
“chronic” appendicitis (stricture, obliteration, etc.) 
are pathogenetically the healed products of the 
acute lesion. According to this interpretation, 
chronic appendicitis is not a continuous progressive 
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inflammation, but an end-product. There is no 
pathological evidence of “involution” of the ap- 
pendix, or of “chronic catarrhal” inflammation of 
the appendix. 

3. The only justifiable classification of inflamma- 
tion of the appendix, therefore, is the following: 
(1) Acute appendicitis. (2) Healing of subacute 
appendicitis. (3) Healed or chronic appendicitis. 
(4) An acute localized peritonitis with the forma- 
tion of fibrin and limited to the site of the lesion is 
always present in acute appendicitis as early as twelve 
hours after the onset (and perhaps earlier), so that 
the absence grossly of a localized peritonitis, in 
suspected cases, is eo ipso evidence of absence of 
acute appendicitis. (5) In addition to obliteration 
and stricture, attention is called to two new, easily 
recognizable, constant, and pathognomonic signs 
of chronic appendicitis; namely, (a) absence of 
mucosal crypts; (b) marked widening of the sub- 
mucous connective-tissue zone. The latter sign 
is especially easy to determine upon cross-section 
of the organ, and is recommended as the simplest 
way to determine the presence or absence of a 
chronic appendicitis. (6) Cross-section of the ap- 
pendix at various levels is far preferable to longi- 
tudinal section, to determine pathological changes. 

C. G. Heyp. 


Valdez, G.: Morphine as an Early Diagnostic 
Element in Certain Forms of Acute Appendi- 
citis (La morfina como elemento de diagnostico 
precoz en ciertas formas de apendicitas aguda). 
Prensa méd., Argent., 1916, ii, 430. 

Valdez uses morphine in the diagnosis of various 
acute abdominal processes, especially in those of an 
appendicular nature, believing that this method may 
be applied in those cases in which the diagnosis is 
doubtful. In effect, by making an injection of mor- 
phine in such cases the reflex defensive phenomena 
disappear (contracture of the abdominal muscles) 
which allows a much better abdominal examination, 
as at the end of an hour after the injection the pain 
can be localized with great exactness. 

Valdez thinks that morphine can be usefully em- 
ployed in some cases of difficult diagnosis. 

W. A. BRENNAN. 


Robinson, J. E.: The Leucocyte Count of Appen- 
dicitis. N.Y. M.J., 1916, cii, 1173. 

A report is given of 200 appendices removed at 
operation at the King’s Daughters’ Hospital, ‘Tem- 
ple, Texas, in the last two years, in which sections 
were made of the appendices and records made 
of the blood-counts, only blood-counts made before 
operation being considered. 

Reports are also given of the blood-counts in 200 
cases in which records were kept of the blood- 
counts, but no sections made of the appendix. 

Fifty-two cases, or 21 per cent, were diagnosed as 
active inflammatory by both the surgeon and the 
pathologist, the average leucocyte count being 
18,000 and the polymorphonuclears 82.8 per cent. 
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Sixty-five cases, or 32.5 per cent, were diagnosed 
as chronic by both the surgeon and the pathologist, 
the average leucocyte count being 10,161 and the 
polymorphonuclears 76 per cent. 

In 40 cases, or 20 per cent, the appendices were 
removed while operations were being performed for 
non-inflammatory conditions in the abdomen. In 
these cases, which both the surgeon and the pathol- 
ogist reported normal, the average leucocyte count 
was 8,400 and polymorphonuclears 67.5 per cent. 

It will be seen that the surgeon’s report made 
with the history and appendix before him corre- 
sponded with the laboratory report 157 times or in 
78.5 per cent of the cases. 

Fourteen cases were diagnosed as active appen- 
dicitis by the surgeon and as normal by the pathol- 
ogist, and in these cases the average leucocyte count 
was 11,900 and polymorphonuclears 72.1 per cent. 

Twenty-four cases diagnosed as chronic appen- 
dicitis by the surgeon and as normal by the pathol- 
ogist gave an average leucocyte count of 8,000 and a 
polymorphonuclear of 65.8 per cent. 

In 5 cases reported as active appendicitis by the 
surgeon and as chronic by the pathologist, the 
average leucocyte count was 7,450 and the poly- 
morphonuclears 62.5 per cent. 

Presuming that the findings are correct and that 
the work is that of surgeons of average ability, it will 
be seen that the surgeon is incorrect in his conception 
of the pathology of the appendix in 21.5 per cent 
of the cases. Twelve per cent of the normal ap- 
pendices were diagnosed as chronically inflamed. 
Seven per cent of chronic cases were diagnosed as 
active, and 2.5 per cent of normal appendices were 
diagnosed as acutely inflamed. There is one re- 
deeming feature of the surgeon’s report; in no in- 
stance was an inflamed appendix diagnosed as nor- 
mal, and his efficiency along this line is easily 100 
per cent. 

In the second series of 200 cases, in which sections 
were not made, 93 were diagnosed as actively in- 
flamed and 55 showed pus either in or around the 
appendix; these gave an average leucocyte count of 
29,000 and a polymorphonuclear of 84.6 per cent. 
The highest leucocyte count was 98,000 with 83 
per cent polymorphonuclears. The lowest count 
was 10,000 leucocyte with 86 per cent polymor- 
phonuclears. 

Thirty-eight cases diagnosed as active appendici- 
tis showing no pus gave an average leucocyte count 
of 18,000, polymorphonuclears 83.2 per cent. 

Six cases in this series gave a leucocyte count as 
low as 12,000 with an average of 83 per cent poly- 
morphonuclears. In 107 cases diagnosed as chronic 
appendicitis the average leucocyte count was 10,000, 
polymorphonuclears 70.2 per cent. 

It will be noticed here that the cases showing pus 
gave a leucocyte count of 11,000 and a polymor- 
phonuclear count of 1.8 per cent higher than those 
in the series which were sectioned and pronounced 
to be actively inflamed, while the cases showing no 
pus gave practically the same count as the series 
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sectioned, namely, 18,000 in the sectioned series 
and 18,500 in the series not sectioned, with a dif- 
ference of only 0.4 per cent in the polymorpho- 
nuclears. Epwarp L, CorNeELL. 


Leigh, S.: Treatment of Suppurative Appendicitis. 
South. M. J., 1916, ix, 523. 


As soon as appendicitis is suspected, the head of 
the patient should be immediately elevated and the 
patient kept on the right side. In such position, if 
rupture takes place, the septic fluids will either re- 
main at the site of the appendix and become walled 
off or gravitate into the pelvis where they may be 
more safely taken care of by the serous membrane, 
be more conveniently reached at the time of oper- 
ation, and the dangerous region of the upper abdo- 
men will be thus safeguarded. 

The question of transportation is most important, 
the patient’s shoulders being well propped up and 
inclined to the right side. This must be strictly 
done in all carriages, wagons, trains, and ambu- 
lances used for the sick. The last named should 
always be equipped with an elevating stretcher. 

When a case of suspected suppurative appendi- 
citis reaches the hospital, he should be immediately 
placed on an elevated bed, on the right side, with an 
ice-bag applied. Except in desperate cases, a low 
turpentine enema should be given. 

The anesthetic is of major importance. The au- 
thor has used nitrous oxide-oxygen in 2,900 cases, 
not only without mortality, but without any bad 
effects, either direct or indirect. It is especially 
helpful in severe appendicitis, adding practically 
nothing to the shock, producing no irritation of the 
lungs or kidneys, and accompanied either by no 
nausea or a minimum amount. 

The location of the incision in cases of suspected 
suppurative appendicitis is important. Drainage 
through the old longitudinal incision leaves a very 
weak spot, which nearly always requires operation 
toclose. For several years the author has employed 
the ‘“‘transverse incision.” The abscess is opened 
after walling off. ‘The pus is drained and the appen- 
dix sought in most cases. The cavity is wiped dry 
and gauze rubber tube drains inserted. 

In suppurative appendicitis, in which the abscess 
has not been walled off by adhesions, and in con- 
sequence of the general peritoneal cavity has be- 
come infected, the transverse incision must be 
stretched to allow free access to the peritoneal cav- 
ity. Incisions are preceded by injecting novocaine 
solution to produce “nerve-blocking.”’ The great- 
est possible gentleness is exercised in the handling 
of the tissues. 

No irrigation should be used, but the pus should 
be wiped out carefully with sponges. After all the 
pus which is accessible is thus cleaned out, pads are 
cautiously inserted and the appendix searched for 
and removed, a pad being packed into the site of the 
appendix, which is usually quite soiled. The pelvis 
is often found full of pus, which should be removed 
by suction. Epwarp L. CorNeELL. 
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Shaw, H. A.: The Treatment of the Retroczecal 
Appendix. Ann. Surg., Phila., 1916, Ixiii, 715. 

The author refers to the simple, clean, bloodless 
technique for the removal of retrocecal appendix by 
mobilization of the cecum and colon. In the eti- 
ology of a retrocecal appendix the following factors 
are emphasized: (1) the influence of peritoneal ad- 
hesions established during the descent of the cecum 
from its subhepatic position to the iliac fossa; (2) 
the inherent curve of the foetal pouch; (3) the un- 
equal development of the pouch. 

The author suggests the diagnostic points nec- 
essary to determine the position of aberrant appen- 
dices: careful survey of the cecum (with the embry- 
ology thereof in mind), noting the relative size and 
position of the. terminal sacculi, its topographical 
peritoneal relations, careful palpation. The tech- 
nique emphasizes the mobilization of the cecum 
and portion of the colon necessary for exposure; and 
after exposure separation of adhesions and delivery 
of the appendix. After removal of the appendix the 
cecum is replaced and the incision line in the pari- 
etal peritoneum closed by sutures. The stump of the 
appendix is treated after the accepted manner. 

C. G. Heyp. 


Frazier, C. H., and Peet, M. M.: Experimental 
Colonic Stasis. Ann. Surg., Phila., 1916, xiii, 
7209. 

The authors believed that a maximum amount of 
stasis without partial obstruction could be secured 
by a simple reversal of the large intestine and carried 
out their experiments by the reversal of the colon 
for a length of four to six inches above the sigmoid. 
Two sets of experiments were carried out, as follows: 

1. With reversals of the colon per se the stools 
were soft and well formed and all the dogs gained 
weight. The following substances were demonstrated 
by qualitative tests in the urine: methylamine, 
trimethylamine, tetramethlendiamine, pentamethy- 
lendiamine, paroxyphenylethylamine. From _ the 
presence of the last, it was inferred that phenylethy- 
lamine was present. Methylguanidine, diamethyl- 
guanidine, and _ imidazolethylamine were not 
demonstrable. The urine of these dogs as well as 
the substances obtained after chemical isolation of the 
mixed bases was injected intravenously, but no no- 
ticeable toxicity could be established nor did the 
curve of blood-pressure differ from that to be noted 
following the injection of normal canine urine. 

2. The results of reversal of the colon in dogs with 
Eck’s fistula: A heavy silk ligature was tied around 
the portal vein close to its entrance into the liver, 
thus forcing all of the portal circulation into the 
vena cava. In these experiments the stools were 
well formed and no toxic symptoms were observed. 
The chemical examination of the urine was the same 
as before, both qualitatively and quantitatively, 
showing that the liver had not removed or changed 
the substance absorbed from the colon. 

The authors’ conclusions were that mere stagna- 
tion of faeces in the colon of the dog, when on a nor- 
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mal mixed diet, does not lead to the formation of 
toxic substances of note, at least in the presence of 
the normal flora of the canine colon. 

The fact that these dogs remained in perfect 
health and gained in weight indicates that simple 
colonic stasis in the dog is harmless and certainly 
suggests that the dire effects attributed to colonic 
stasis in man are, in part at least, due to some other 
cause than the absorption of the products usually 
formed in simple fecal stagnation. C. G. Heyp. 


McArdle, J. S.: Alternatives to the Operation of 
Colotomy. Practitioner, Lond., 1916, xcvi, 578. 


The after-effects of so unsurgical an operation as 
colotomy are very distressing to the patient. The 
author believes that every effort should be made to 
substitute some more finished procedure for this 
crude method, and suggests that either of the four 
following operations should be carried out, according 
to the conditions found on exploration: 

1. The sigmoid above the stricture can be joined 
to the sound lower part of the rectum. 

2. If the sigmoid is fixed so that it cannot be 
brought down, the transverse colon, if low, may be 
anastomosed to the rectum and to the descending 
colon above the stricture. 

3. If this is not feasible, the cecum may be 
joined to the rectum and the ileum joined to the 
colon above the stricture. 

4. The lowermost coil of the ileum may be joined 
to the rectum and by a lateral anatomosis to the 
descending colon above the obstruction. 

The difficulty in all these procedures is the ap- 
plication of the usual suture methods, because of the 
difficulty in commanding the rectum through an 
abdominal incision. 

The author has devised a means whereby these 
operations are rendered comparatively easy. In 
whatever segment the upper opening is made, the 
small female end of a Hildebrand button is inserted 
and fixed with a purse-string suture. By means of 
an especially devised forceps the larger male end 
is passed through the rectum and made to project 
upward, so that a small incision may be made over 
the central part, which then protrudes, allowing the 
bowel wall to slide down so close to the spring that 
no suture is needed. The two halves of the button 
are then clamped. The result is a passage for 
fecal matter into the rectum instead of outward 
on the abdomen or through the lumbar region, 
while drainage of the large intestine is possible 
through this route. E. K. ARMSTRONG. 


Axtell, W. H.: Acute Angulation and Flexure of 
the Sigmoid, a Causative Factor in Epilepsy. 
Tr. Am. Proctol. Soc., Detroit, 1916, June. 

In December, 1910, the author published his 
first list of 31 cases, 8 private and 23 asylum cases. 
In August, to11, a further report was made on 10 
private cases with 3 recoveries, this included 3 
additional asylum and 2 private cases, making in all 
36 cases. The 3 reported cured have remained so 
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for a period of over four years. One additional 
case of the original list of 10 private cases has had 
no return of the convulsions since ceasing treatment 
two years ago. The treatment seemed at the time 
to increase the irritation as reported. 

Since the last report, Axtell has had 9 additional 
cases with 4 of them remaining free from seizures 
for from one to two and a half years, making in all 
45 cases reported with 8 recoveries to date. 

From his observations the author is convinced 
that those who acquire epilepsy after the fifteenth 
year are more amenable to successful treatment 
than when the trouble commences earlier in life. 
In his judgment surgery can give but little relief 
except where there is a definite history of inflamma- 
tory adhesions holding the angulations and flexures; 
in fact the condition of fecal stasis precludes surgery 
of the colon until the condition is first relieved, which 
when so relieved eliminates a prime factor in the pro- 
duction of the trouble. A new and undescribed 
cause of the intestinal ptosis which is so generally 
present in these cases is the separation of the recti 
muscles, which are so essential to a thorough evacua- 
tion of the colon and for the support of the abdom- 
inal organs. 

The essential failure of treatment of these con- 
ditions lies in the fact that so few recognize the true 
condition, and, if the condition is recognized, there 
is not sufficient persistence in relieving the condi- 
tion, or an ignorance as to the amount of material 
the colon holds and as to when it is well emptied. 
As the result of failure to recognize the true condi- 
tion, mutilating surgery is resorted to without get- 
ting results commensurate to the gravity of the 
surgery resorted to, the first intimation of the true 
condition being found upon opening the abdomen; 
then details are carried out which should have been 
used in the first instance and which would have 
rendered surgery unnecessary. 


Hawley, D. C.: Position for Sigmoidoscopic Work. 
Tr. Am. Proctol. Soc., Detroit, 1916, June. 

A majority of writers express a preference for the 
knee-chest position, while a minority prefer some 
other, such as the Hanes, Sims, or the exaggerated 
lithotomy position. 

Before the days of the pneumatic sigmoidoscope 
the position was of necessity such as would admit 
of inflation by atmospheric pressure. Here the 
knee-chest position was undoubtedly the most 
satisfactory. 

The knee-chest position is trying and disagreeable 
for the patient and not easy nor always convenient 
for the operator. Its use is frequently attended 
with embarrassment and fear on the part of the 
patient. 

With the pneumatic tube the older method may 
be discarded. The author favors the following 
method: 

The patient is placed in the left lateral prone posi- 
tion with the left arm drawn out behind the back, 
the patient lying well over on the left chest and 
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stomach, the knees flexed, the right more than the 
left and placed above and well over and beyond the 
left on the table and with the back concaved as 
much as possible. In this position the abdominal 
muscles are relaxed, while in the knee-chest position 
they are apt to be contracted. In a majority of 
cases the instrument may be passed easily and quick- 
ly over the brim of the pelvis and into the sigmoid 
colon as far as required or to its full length. 

This method is not advocated exclusively, but a 
more thorough trial is urged. 


Hanes, G. S.: Some Important Pathological Con- 
ditions About the Rectal Outlet. Zr. Am. 
Proctol. Soc., Detroit, 1916, June. 


Tubercular ulcerations do not occur as frequently 
in the mucosa of the rectum and sigmoid as is 
generally believed. Amoebic and various types of 
bacterial ulceration produce dysenteric symptoms 
that often lead to emaciation and exhaustion. 
Active tubercular ulceration is always accompanied 
by a decided increase in the temperature and pulse- 
rate. These are not characteristics in other types of 
ulceration. In tubercular ulceration there is a 
history of constant and progressive symptoms 
while in amoebic there is usually a history of im- 
provement and relapses. ‘Tubercular ulceration 
involving the rectum and sigmoid seldom yield 
to treatment. Amoeebic ulceration in this climate 
can be cured by one method or another. 

Bacterial types of ulceration are usually very 
difficult to treat. Within the last two years Hanes 
has found cauterization with the high-tension elec- 
tric spark to be a most valuable means of treatment. 

Tubercular abscesses often occur about the rectum 
when patients otherwise show no evidence of tuber- 
culosis. ‘The abscesses and subsequent fistula are 
characteristic in that there is a great tendency to 
undermining of the skin. The external openings 
are, therefore, large with a livid appearance of the 
surrounding cutaneous structures. They point to 
impending trouble which may be precipitated 
months or years hence. This being true it is of 
great importance that we direct the habits, hygiene, 
etc., of individuals thus afflicted. 

Fistula of long standing with one or more very 
small external openings with a history of an ex- 
tensive abscess are very difficult to cure. From 
external evidences they appear to be very simple. 
Usually the finger when introduced well into the 
rectum will be able to detect by careful palpa- 
tion the hard indurated sinuses which often extend 
surprisingly high up by the rectum. 

Internal fistulous openings rarely, if ever, per- 
forate the rectal wall unless there is some pathology 
primarily in the rectal mucosa whereby its resistance 
is impaired. The internal openings of the fistule 
are usually in the anal canal. The anal tissues 
are almost always diseased before the abscess is 
formed, therefore it is reasonable to suppose that 
the infection passes out through the diseased anal 
structures and is responsible for the abscess. 
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There are occasional fistulous tracts that extend 
up by the rectum to considerable heights and are 
very tortuous. It is difficult to follow these sinuses 
to their terminations when operating. When the 
wound heals and a small opening remains it is 
fairly certain that some part of the original fistula 
was not reached. It is then advisable to inject 
bismuth paste which will often effect a cure. 

Pruritus ani is undoubtedly a local infection. 
The focus of the disease is below the pectinate line 
and at the anal margin. It has been the author’s 
practice to remove the diseased tissues at the 
margin of the anus and from the emulsion of these 
diseased structures bacteria are cultivated and an 
autogenous vaccine administered to the patient. 
The operation with autogenous vaccine obtained 
in this manner gives decidedly the best results. 


Krouse, L. J.: Spasmodic Stricture of the Rectum. 
Tr. Am. Proctol. Soc., Detroit, 1916, June. 


Spasmodic stricture of the rectum is often called 
phantom stricture on account of its imaginary ex- 
istence. Krouse states that in the early part of the 
last century it was more frequently diagnosed than 
later on. At the present time the opinion regarding 
the existence of such an affection is equally divided 
between those who are firm believers and those who 
doubt its existence. 

After quoting the statements of various authors 
well versed in rectal pathology, he expresses his own 
opinion as to its existence and reports several cases. 
He agrees with a few writers who believe that spas- 
modic stricture is often the forerunner of the more 
serious disease of benign stricture of the rectum. He 
reports several cases. 

Krouse claims that spasmodic stricture is not a 
disease but only a symptom of some other disease 
located in the rectum or in an adjoining organ. 
His conclusions are: 

1. It is not a common affection. 

2. It is easily detected on digital examination. 

3. It often terminates in an annular fibrous 
stricture. 

4. It involves the lower Houston valve. 

5. A rectal ulcer is the most important etiological 
factor. 

6. Curing the ulcer in its early stage lessens the 
chances of the development of an annular fibrous 
stricture. 

Syphilis, regarded as a contagious disease as 
other exanthemata, is characterized by its chronicity 
and virulence. The only exception to its point of 
inoculation being confined to tissues covered by 
squamous epithelium, is within the rectum. 

Its frequency in the rectum and anus is not real- 
ized and, consequently, is not recognized by the pro- 
fession. Its relationship to fistulae and stricture is 
emphasized, and the importance of tuberculosis 
in these two conditions minimized. The successful 
treatment of fistula is proverbial. The possibility 
of stricture resulting from secondaries later in life 
is suggested. 
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Drueck, C. J.: How to Examine the Rectum. 
Chicago M. Recorder, 1916, xxxviii, 280. 

A very careful clinical history should precede all 
examinations. The author includes an outline 
which he has found serviceable and which allows for 
a detailed history. 

The examination comprises inspection, digital 
and instrumental examination. 

Inspection reveals many points which might other- 
wise escape notice. Digital examination is the 
most important of all and should not be painful when 
properly executed. A careful method should be 
followed in making the digital examination so that 
no false interpretation may result. 

Instrumental examination is made by bougies 
and specula. The former are dangerous to use and 
are not recommended. An ordinary bivalve specu- 
lum is usually satisfactory for an examination of 
the lower part of the rectum. A long, conical specu- 
lum with an artificial light gives the best results in 
the examination of the upper rectum and sigmoid. 

J. H. Skives. 


Yeomans, F. C.: Malignant Transformation of 
Benign Growths. Jr. Am. Proctol. Soc., Detroit, 
1916, June. 


The benign tumors of the colon and rectum con- 
sidered were of the polypoid type: solitary polyp, 
multiple polyposis, multiple adenomata, and _ vil- 
lous tumor. All originate from the intestinal 
mucosa, are of thesame histologic structure but differ 
in number, size, form, and the relative amounts of 
glandular and fibrous tissue present. 

The author cites the theories of origin of multiple 
adenomata as advanced by Meyer, Liebert and 
Schwab and G. Hauser and H. C. Ross’s views on 
the formation of benign growths. Yeomans 
thinks these tumors inflammatory in character and 
notes the frequent history of colitis or dysentery in 
these cases, intestinal parasites as causal in others, 
and the positive evidence of the réle of irritation 
as furnished by therapy—colonic lavage, or colostomy 
and irrigation benefiting some patients and curing 
others. He reports a case of multiple adenomata in 
a man, aged 30, colostomized in 1913, with marked 
benefit. Many tumors have disappeared, the re- 
mainder have retrogressed and the patient is work- 
ing. There is no evidence of malignant change. 

‘That benign growths become malignant is be- 
yond question, but the cause involves the same enig- 
ma as the cause of cancer itself. The author cites 
the work on neoplasms of Waldeyer, Adami, 
Cathcart, and others, as well as modern research on 
the transplantation of tumors and the parasitic 
theory of their origin. He concludes: “All that 
can be stated positively is that cancer begins as a 
small local process; that it excites no reaction in the 
blood whereby a diagnosis can be made; that the 
individual cancer-cell is the parasite of cancer, and 
whatever eventually explains the origin of cancer 
will also explain the transformation of a benign into 
a malignant growth.” 
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Yeomans reports the transformation of a simple 
adenoma into an adenocarcinoma in a man, aged 76, 
who had rectal bleeding of 8 years’ duration, pro- 
gressive constipation, and a tumor that in recent 
years could not be reduced within the rectum. The 
tumor, 3.5 by 2 inches, was attached just within the 
anal verge. It was removed under local anesthesia 
and both clinically and histologically was proved to 
be adenocarcinoma. 

Villous tumor or adenoma tends to recur in malig- 
nant form so should be extirpated early, thoroughly, 
and radically. 

Multiple adenomata constitute the most impor- 
tant and serious type of benign growth of the in- 
testine. Their usual site is the lower colon and 
rectum. Clinically they are malignant from diar- 
rhoea, hemorrhage, etc., and if neglected over 40 
per cent become actually malignant. Improper 
local treatment, as snaring, curettage, and cauter- 
ization is followed by malignant recurrence in a 
large proportion of cases. 

The curative, operative procedure indicated is 
enterotomy, either in the colon above the growths, 
or in the terminal ileum when the entire colon is 
affected. If the tumors disappear, the enterotomy 
may be closed. If they persist, after prolonged 
irrigation and the patient’s general condition war- 
rants it, partial or total colectomy is indicated with 
implantation of the ileum low down into the sig- 
moid, the operation being performed either in one 
or, preferably, two stages. 


Gaut, S. G.: Anorectal Injuries. 7r. Am. Proctol. 


Soc., Detroit, 1916, June. 


While the rectum is protected by the buttocks 
and bony structures, it is frequently injured by 
external trauma, expulsion of hardened feces, 
and by foreign bodies, swallowed or introduced 
through the anus, such wounds being contused, 
lacerated, incised, or perforated. 

Laceration of one or all of the rectal coats results 
from careless examinations, introduction of imper- 
fect syringe nozzles, bougies, proctoscopes, or other 
instruments. 

Perforating wounds are caused by bullets, knife 
thrusts, and pointed objects that have been swal- 
lowed or introduced into the rectum, except when 
due to specific ulcers or cancer. 

Recently many pneumatic rectal ruptures, the 
result of compressed air introduced through the 
anus in a spirit of fun, have been reported. 

The injection of carbolic acid into hemorrhoids 
is responsible for extensive anorectal injuries. 

The chief manifestations of superficial anorectal 
injuries are: bleeding, sphincteralgia, frequent mic- 
turition, and painful defecation; symptoms that are 
exaggerated when the wounds are extensive. 

Infected wounds are characterized by a chill, 
temperature, throbbing pain, swelling, and a thick 
yellow discharge. 

In extensive injuries of the upper rectum, hamor- 
rhage is profuse. There is shock, the patient col- 
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lapses, and soon exhibits symptoms of peritonitis, 
when the peritoneum is involved. 

The diagnosis of anorectal injuries is easy when 
the nature of the accident is known, the degree of 
hemorrhage, bruising, and swelling noted, and the 
buttocks, anus, and rectum inspected and digitally 
and proctoscopically examined. 

As to the treatment, minor injuries take care of 
themselves, while extensive injuries may require 
simple or complicated treatment. 

Incised wounds are sutured under aseptic condi- 
tions. 

Contused, lacerated, and pneumatic injuries are 
drained at one or more points, following irrigation, 
and the ragged edges and necrotic tissue removed. 
Subsequently they are treated by drainage and 
topical applications, as fistula wounds. 

Injuries of the bladder and urethra are immedi- 
ately closed when feasible, but if not the bladder 
is drained, and the wounds here and in the rectum 
are permitted to heal by granulation. 

Small rectovesical rents are sutured, but where the 
rectum or sigmoid is extensively injured, the bowel 
is resected, or an artificial anus is established. 

Rectovaginal tears are repaired by suturing the 
vaginal before the rectal side of the wound is closed. 


Barnes, R. H.: Observation on Fissure in Ano. 
Tr. Am. Proctel. Soc., Detroit, 1916, June. 


The author considers fissure as an ulcer and be- 
lieves that traumatic causes are not true etiological 
factors in the production of this trouble but that it 
is necessary that the tissues become inflamed and 
hence frail and easily torn in order that fissure be 
formed. He believes that catarrhal inflammatory 
conditions are frequently the result of an excessive 
carbohydrate diet and sometimes an excessive fat 
diet. 

In the treatment of fissure he recommends pallia- 
tive treatment by correcting the diet with reference 
to the excesses of carbohydrates and fats and placing 
the patient on a proteid diet for a time. When 
operation is necessary, he believes that the object 
should be drainage rather than paralyzing the mus- 
cular fibers. He also advocates the use of a small 
enema before defecation in order to avoid irritation 
from the stool. It is very important to keep 
the wound clean by hot sitz baths and the hot enema, 
in order that any foreign substance may not lodge 
in the wound. 


Hill, T. C.: Prolapsus Ani in Adults. 7. 
Proctol. Soc., Detroit, 1916, June. 


Am. 


The theory is advanced that all cases of prociden- 
tia recti are the result of neglect or improper treat- 
ment of what was in the beginning a simple form 
of mucous membrane prolapse. Correction of the 
condition early may prevent serious infirmity later 
in life. 

He describes at length an operation modified 
after that of Goodsall of London. In this opera- 
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tion he employs a multiple suture. He advises 
removing the excess of tissue distal to the ligature. 

The operation is performed under local anes- 
thesia and is advised for patients of all ages. It is 
particularly suitable for use in prolapse of the aged. 

The author claims that the operation is painless, 
short, and easily performed. ‘There is absence of 
hemorrhage and the end-results are satisfactory. 


Terrell, E. H.: The Treatment of Hemorrhoids by 
a New Method. T7r. Am. Proctol. Soc., Detroit, 
1916, June. 


The author presents a simple, safe, and efficient 
method of curing selected cases of hemorrhoids by 
the injection of quinine and urea solution. Dur- 
ing the past two years 127 patients have been 
treated by this method with only one recognized 
failure. Injection of quinine and urea in solutions 
of from 5 to 20 per cent strength produces starva- 
tion and atrophy of the hemorrhoids. The series 
reported includes only uncomplicated internal 
hemorrhoids. The results of the treatment of these 
patients justify the author’s conclusion that the 
method is simple, safe, and effective in properly 
selected cases. 


LIVER, PANCREAS, AND SPLEEN 


Einhorn, M.: The Duodenal Tube as a Factor in 
the Diagnosis and Treatment of Gall-Bladder 
Disease. J. Am. M. Ass., 1916, lxvi, 1908. 


The duodenal tube has made possible the obtain- 
ing of secretions direct from the papilla of Vater and 
the instilling of fluids in its vicinity. Einhorn has 
diagnosed probable cholecystitis by direct examina- 
tion of the bile in forty cases. He concludes that in 
the majority of cases in which turbid bile is found 
in the duodenum in the fasting condition, cholecys- 
titis with gall-stones exists. Turbid bile is occa- 
sionally found without gall-bladder disease, when 
the liver is seriously involved (neoplasms, or echin- 
ococcus, or cirrhosis), or in stricture of the duode- 
num below the papilla. Exceptionally, clear bile 
is associated with biliary calculi, either the gall- 
bladder not being inflamed, regardless of the pres- 
ence of stones, or the gall-bladder is entirely filled 
with calculi, no bile entering the organ. 

The macroscopic appearance of the bile is impor- 
tant, a clear yellow bile denoting a normal function 
of the liver and gall-bladder, while a turbid, green- 
ish, or dark brown bile usually means a diseased 
state of one or both of these organs. 

In a number of cases of cholecystitis an attempt 
was made to instill either a weak solution of argyrol 
or of ichthyol just above the ampulla. This treat- 
ment is based on the idea that astringents will exert 
a beneficial effect on the bile-ducts. Infections of 
20 to 30 ccm. of a 0.25 per cent solution of argyrol 
may be given every other day. The improvement is 
often striking, benefiting not only the digestive dis- 
orders but the gall-bladder condition. ‘The author 
believes that duodenal alimentation finds an appro- 
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priate place in some forms of cholecystitis, partic- 
ularly when complicated with ulcers of the stomach 
or duodenum. E. K. ARMSTRONG. 


Deaver, J. B.: Recurrence of Symptoms After 
Operation for Gall-Stone Disease. Illinois 
M.J., 1916, xxix, 419. 

During the period from January 1, 1910, to Jan- 
uary 1, 1916, 1,031 operations upon the gall-bladder 
or biliary passages were performed at the German 
Hospital, with a total mortality of 7.18 per cent. 

The type of operation and the mortality of each is 
shown by the following table: 


Operations Deaths 
I oo i 305 aca dea ia bie aiadcane 360 36 
Cholecystectomy and choledochostomy........ ne 114 4 
RIE. oop ira peau aWitnciss se cane navale 427 12 
Cholecystostomy and choledochostomy............ 28 4 
Cholecystostomy, choledochostomy, and pancrea- 
oe je ne Cee ere a ree ame I I 
Cholecystoduodenostomy.............20+eseeeeee 35 4 
ee Re 63 13 
Choledochoduodenostomy...................++00 2 
er I on 
1,031 74 


Mortality, 7.18 per cent. 

During the same period and included in the above 
were 42 cases that had been operated upon previous- 
ly for the same disease. Of these 5 had had two 
previous operations and one had been operated 
upon 3 times without relief. In all 50 operations 
were performed upon these 42 cases. The ope- 
rative mortality in this group was exactly 8 per 
cent. The 4 fatalities were due in one case to un- 
controllable hamorrhage, in another to the same 
cause plus leakage from a cholecystoduodenostomy, 
in the third from toxemia and exhaustion, and in the 
fourth, which was the case mentioned as having had 
4 operations, death was due to acute pancreatitis 
and carcinoma of the head of the pancreas. 

It would appear that gall-stones are the most 
common cause of the recurrence or persistence of 
symptoms after operation. They make their 
presence known within a year and often within a 
few days or weeks. They are usually stones that 
have been overlooked or out of reach, but, if the 
gall-bladder has been left, the possibility of re- 
formation of stones cannot be disregarded. 

In 8 cases the cause of later trouble was either 
failure to dislodge infection or a re-infection of the 
biliary passages and pancreas. Chronic and acute 
cholecystitis without stones was found in 3 instances 
and chronic pancreatitis in 5. 

The author feels that the percentage of failures 
from these sources would have been much higher 
had he not laid great stress upon free and long- 
continued drainage of either the gall-bladder or 
common duct or both in all operations upon the 
biliary passages. The use of maximum-sized tubes 
which are allowed to remain until they practically 
fall out has been his rule. Operative biliary fistulae 
always close if there is no obstruction to the normal 
passages, and the physiological rest afforded by free 
drainage is of the utmost value in allowing the 
tissues to clear away the lurking infection. 
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Stricture of the common duct was met with in 6 
instances. In 2 they could fairly be attributed to 
surgical treatment since in one the duct was ac- 
cidentally injured during cholecystectomy, and in 
another a severe local infection caused sloughing of 
a portion of the duct itself. In the other 4 cases the 
condition was secondary to extensive and long- 
continued disease of the duct, such as suppurative 
and ulcerative cholangitis, and might have been 
obviated by earlier operation. 

In 4 cases the only lesion that could be found to 
account for the symptoms was the presence of ad- 
hesions. It must be said, however, that adhesions, 
often extensive and dense, were present in all of 
the cases. They are part and parcel of the healing 
process. It isa difficult matter to say just what part 
adhesions play in the production of symptoms. 
Where they produce definite kinks or obstructions 
of the stomach, duodenum, or intestines it is not so 
difficult to correlate the mechanical conditions with 
clinical effects. The author does not disturb ad- 
hesions when operating, unless they are in the way. 
As a rule they cause no trouble and, if disturbed, 
they are sure to re-form and probably more densely 
than before. 

More recurrences took place after simple drainage 
of the gall-bladder than when it was removed. 
Thus, in half of the stone cases recurrence was due 
to calculi left or re-formed in the gall-bladder. In 
one case stones were impacted in the cystic duct and 
would have been removed by cholecystectomy. 
When stones are overlooked in the common or 
hepatic duct, it is, of course, clear that the treat- 
ment of the gall-bladder is of no moment so far 
as subsequent obstructive symptoms are concerned. 
It is better to remove the diseased gall-bladder when 
complicated by pancreatitis. 

The causes of recurrent symptoms following op- 
eration for gall-stone disease are the following: 

Late operation and extensive pathology. 

Type of operation not adapted to the lesion. 

Overlooking stones in the gall-bladder or ducts. 

Reformation of stones. 

Persistence or recurrence of infection of gall- 
bladder, ducts, or pancreas. 

Insufficient drainage. 

Adhesions, especially adherent duodenum, py- 
lorus, or stomach. 

Internal biliary fistula. 

External biliary fistula. 

Contraction of papilla of Vater. 

Stricture of the common duct. 

Stricture of the hepatic duct. 

Stricture of the cystic duct. 

Chronic pancreatitis, pancreatic lymphangitis, 
and interstitial pancreatitis. 

The type of operation done must necessarily 
influence the result: for example, draining the gall- 
bladder when it should be removed or vice versa; 
draining the gall-bladder externally when it should 
be drained into the duodenum; failure to drain when 
there is present a cholangitis, a pancreatic lymphan- 
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gitis, or interstitial pancreatitis; omitting properly 
to explore the hepatic and the common duct; omit- 
ting definitely to determine the patulousness of the 
cystic duct when draining the gall-bladder; failure 
to recognize a stricture or a growth of the cystic, the 
hepatic, or the common ducts; failure to detect a 
stricture and to dilate to the normal the orifice of the 
papilla. 

The most common error in operating for gall-stone 
disease is failure to remove all of the stones. 

A stricture of the common duct with a normal 
gall-bladder and with a patulous cystic duct may 
be corrected by a cholecystoduodenostomy. 

Pancreatic lymphangitis and chronic interstitial 
pancreatitis are amenable to treatment by drainage 
only. It may be established by making an external 
gall-bladder fistula or by a cholecystoduodenostomy 
or by draining the common duct. 

Contraction of the papilla of Vater, with conse- 
quent obstruction of the common duct, calls for 
dilatation of the papilla carried out gradually 
through an incision into the duct. 

An adherent duodenum is capable of causing 
symptoms which may be interpreted as ulcer. An 
attempt should be made to separate an adherent 
duodenum or stomach, but if this cannot be done 
safely a gastro-enterostomy is better. 

Acute and chronic cholangitis are amenable to 
treatment only by bile drainage, best carried out by 
introducing a rubber T-tube into the common duct. 
Acute cholangitis, due solely to inflammatory ob- 
struction, is comparatively rare; it does not differ 
from lithogenous obstructive cholangitis and like- 
wise calls for the establishment of free drainage. 

Diseases of the biliary passages are surgical and 
not medical conditions, and until this is instilled 
into the minds of our medical colleagues, recurrence 
of symptoms following operations will continue to 
be as important a factor in the future life of patients 
operated on as it is at the present time. 

The root of the chief evils that befall the biliary 
passages is, primarily, infection, and, secondarily, 
obstruction. If the biliary passages never became 
infected, the latter would never occur, except more 
rarely from congenital malformations or neoplasms. 
The order of sequence, therefore, is infection, in- 
flammation, inflammatory swelling, obstruction, 
and retention of bile, and often precipitation of its 
contents forming calculi. Epwarp L. CorNELL. 


Judd, E. S.: Cholecystitis; Changes Produced by 
the Removal of the Gall-Bladder. Boston M. & 
S. J., 1916, clxxiv, 815. 

Judd briefly reviews the subject of cholecystitis, 
shows the changes following cholecystectomy, and 
emphasizes a few important poinds in the technique. 

Of the many avenues through which bacteria may 
reach the biliary tract, the systemic circulation, of 
late, is believed to be the most important. Thus, 
the bacteria are lodged directly in the walls of the 
gall-bladder. Rosenow also demonstrated the se- 
lective action of the bacteria by inoculating 41 ani- 
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mals with different strains of bacteria isolated from 
infected gall-bladders and produced similar lesions 
in 80 per cent of the animals. Under such circum- 
stances, cholecystectomy is the logical procedure. 

Next in importance is the invasion from below 
through the cystic duct, complicating duodenal ul- 
cer. As the mucous membrane resists invasion for 
some time it follows that stones may form around 
the bacteria before infection occurs. Under these 
circumstances, drainage is sufficient. 

It is frequently difficult to diagnose cholecystitis 
even with the abdomen open. The color of the gall- 
bladder, consistency of the bile, and appearance of 
the mucous memprane must be taken into consid- 
eration. C. H. Mayo regards the enlargement of 
the regional lymphatics as most important in in- 
dicating infection of the gall-bladder. Likewise, 
interval attacks are more pronounced in cases in 
which stones are the main factor and with but 
slight infection of the tissues. 

Malignant disease of the gall-bladder is rare and, 
the Mayos assert, is always accompanied by stones. 

In empyema of the gall-bladder, the walls are 
thick with much fibrous tissue and the mucous 
membrane destroyed. Cholecystectomy is indi- 
cated. 

In chronic catarrhal cholecystitis the strawberry 
appearance is due to the erosion of the apices in the 
mucous membrane. Stones are seldom present. 

The exact function of the gall-bladder has never 
been definitely established beyond acting as a res- 
ervoir for bile. C. H. Mayo and Deaver, however, 
are of the opinion that it acts as a tension-bulb and 
that during fluctuations of pressure in the ducts, 
which probably occur as a normal consequence of 
digestion, the gall-bladder may spare the parenchy- 
ma cells of the liver from back-pressure. 

The effect of removal of the gall-bladder is dila- 
tation of the ducts; the greatest amount appearing 
in the hepatic duct. This dilatation, however, stops 
short at the surface of the liver and does not appear 
in the pancreatic ducts. It is in great part due 
to the resistance of the sphincter at the ampulla 
of Vater, first demonstrated by Oddi and later by 
Archibald. ‘This resistance is eventually overcome 
by the pressure in the ducts, the bile then flowing 
freely into the duodenum. This would explain 
the relief of the pancreatitis which so often accom- 
panies cholecystitis. This pancreatitis is probably 
due to a back pressure of the bile into the pancreatic 
ducts, undiluted by mucus from the gall-bladder 
which normally protects the pancreas from the bile- 
salts. 

Two cases are cited in which dilatation of the bile- 
ducts was demonstrated following previous removal 
of the gall-bladder. 

Cholecystectomy, under these circumstances, 
must be considered the operation of choice. C. H. 
Mayo shows that in proper hands the mortality is 
no higher than cholecystostomy with drainage. 

In the operation, good exposure is essential, and 
the best incision is one beginning just to the right 











GENERAL SURGERY —SURGERY OF THE ABDOMEN 


of the ensiform and extending obliquely to a point 
about twe inches to the right of the umbilicus. The 
suspensory ligament is cut if necessary; the cut end 
being used as a tractor for lifting the liver. 

It is usually advisable to begin by dissecting free 
the cystic duct and lower end of the gall-bladder 
before clamping or tying; thus preserving the com- 
mon or hepatic duct from trauma. 

The author’s conclusions are: 

1. The systemic circulation is one of the most 
important avenues of bacterial invasion in cholecys- 
titis. 

2. Cholecystitis is often difficult to diagnose even 
with the abdomen open. 

3. The clinical history is a most important fac- 
tor as well as the enlargement of the regional lym- 
phatics. 

4. Chronic cholecystitis without stones does 
exist as such and is best relieved by cholecystec- 
tomy. 

5. The only change produced by cholecystectomy 
is dilatation of the bile-ducts, being most marked in 
the hepatic duct. 

6. Eventually this dilatation overcomes the 
sphincter in the ampulla of Vater allowing a free 
flow of bile into the duodenum, which accounts 
for the relief of the accompanying pancreatitis. 

7. These changes indicate a definite function for 
the gall-bladder. P. M. CHaAseE. 


Holmes, J. B.: Congenital Obliteration of the 
Bile-Ducts; Diagnosis and Suggestions for 
Treatment. Am. J. Dis. Child., 1916, xi, 405. 


The author reports a case occurring in a boy 
living to be fifteen weeks old, who presented all the 
usual signs of obstruction to the bile-ducts. 

At autopsy the anatomical relations of the liver 
and adjacent organs seemed quite normal, as did 
also the lobulation of the liver. The gall-bladder 
was represented by a fibrous cord with two dark, 
greenish-black enlargements containing bile and 
thick mucus. The hepatic ducts were three in 
number — one to the left lobe, one to the anterior 
half, and one to the posterior half of the right lobe — 
and met in a common chamber. This chamber or 
globular dilatation of the common duct measured 
from 2 to 3 mm. in diameter. The three orifices 
of the hepatic duct were clearly seen and fine 
probes could be passed up each one even to the liver 
substance. A very fine duct led upward from this 
chamber toward the nearest enlargement of the 
gall-bladder tract and from this enlargement a fine 
lumen, which admitted a double platinum wire, 
led downward. A space of 0.5 cm. remained with- 
out a demonstrable lumen. Distally from this last- 
mentioned enlargement a lumen was readily demon- 
strated and a fine probe passed through to the 
second enlargement. This ended blindly at 
about the position of the end of a gall-bladder of 
normal size. From the chamber that received the 
hepatic ducts, a fibrous cord led downward toward 
the duodenum. The papilla of Vater was present 
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and of normal appearance. The pancreatic duct 
opened into it normally. There was a second small 
duct leading toward the fibrous cord just mentioned, 
but ending blindly at about 4 mm. distance. Be- 
yond this the fibrous cord representing the common 
duct appeared to be without lumen. 

The liver-sections showed quite marked biliary 
cirrhosis. The liver-cells were of normal appearance 
but not always well stained; their nuclei were well 
preserved. The capillary spaces between the 
columns of liver-cells were large and well filled. 
The endothelioid cells lying in these were plainly 
visible. They were not pigmented. Small collec- 
tions of granular material, which appeared to be 
bile pigment, were found here and there apparently 
free in the capillary spaces and between or upon the 
columns of liver-cells. The cirrhotic areas contain- 
ed small collections of lymphoid cells and delicate 
connective-tissue cells. At the edges this tissue 
blended almost imperceptibly, through gradual 
transitions, into the normal liver parenchyma. ‘The 
typical liver-cells laid adjacent to others with pro- 
gressively less protoplasm and less typical appear- 
ance until gradually they were lost among the 
mononuclear cells and young fibroblasts. Quite 
normal looking bile capillaries and ducts were seen 
in the cirrhotic areas and also large sinusoidal spaces 
filled with coagulated material that seemed to be 
serum. 

The author gives a comprehensive review of the 
condition as follows: 

1. It would seem that the cause of congenital 
atresia of the bile-ducts must be sought, as a rule, 
in a faulty development from the primary tissues. 
What the causes of this are is scarcely known. 
They are doubtless the same as those operative in 
the production of atresias in other tubular struc- 
tures. 

2. There appears to be a considerable range of 
normal variation in the gross anatomy of the biliary 
tract and in the width of the various lumina. When 
the lumen is unusually narrow, or where traction, 
pressure, or other force tends to obliterate it, it 
seems probable that the walls of the duct might 
adhere and patency be lost. 

3. After birth, and after the invasion of the 
gastro-intestinal tract by micro-organisms, catar- 
rhal processes in the biliary passages are not un- 
common. It seems probable that these may, in 
rare instances, lead to obliterations of the duct 
that closely simulate the congenital condition. 

The author reaches the following conclusions: 

1. Congenital obliteration (atresia) of the larger 
bile-ducts is not an extremely rare condition. It 
deserves more attention from clinicians. 

2. Accumulating evidence tends to show that 
the condition is usually a developmental anomaly 
and not the result primarily of inflammatory pro- 
cesses. 

3. Inat least 16 per cent of all cases yet reported 
the anatomical relations are such that operative 
relief is theoretically possible. 
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4. Recent surgical experiences in young children 
afford clinical basis for such hopes. 

5. In view of the otherwise hopeless nature of 
the case, the biliary tract should be explored as soon 
as the diagnosis is sufficiently established, and if the 
the anatomical relations permit — 16 per cent of 
published cases—an artificial passage for the bile 
to the duodenum should be made. When, for any 
reason, this cannot be done at the time of ex- 
ploration, an external outlet for the bile should 
be provided. A repair operation may be at- 
tempted at a later date. Meanwhile the child’s 
nutrition should be maintained by the administra- 
tion, if necessary, of bile or bile salts. 

Epwarp L. CorNneLt. 


MISCELLANEOUS 


Davis, J.D.S.: Value of Pain, Jaundice, and Tumor 
Mass in the Differential Diagnosis of Diseases 
of the Right Upper Quadrant of Abdomen. 
Tr. Am. Ass. Obst. & Gynec., Indianapolis, 1916, 
Sept. 

The usual symptoms of peptic ulcer are pain, 
vomiting, and hemorrhage; the most important of 
which is pain. 

- Pain is the earliest definite symptom. It is 

usually aggravated by large amounts of food and 

often relieved by small amounts. Pain may come 
on during ingestion of food but more frequently 
comes on a few hours after meals and at night. 

Gastric ulcers are often characterized by periods of 

long remission, intermittency occurring for long 

periods of time during which the patient often 
believes himself well. 

The X-ray examination will often be a helpful aid 
in determining the presence of peptic ulcer. Much 
valuable information may be secured by the roent- 
genologists, many of whom claim to diagnose 75 per 
cent of ulcers. 

Peptic ulcer diagnosis is usually based upon the 
presence of localized pain, followed by vomiting, 
frequent presence of occult blood in gastric con- 
tents or stools, hypersecretion, increased amount 
of gastric contents, reliable findings with the 
X-ray, and often history of an old irritated dys- 
pepsia. 

Hemorrhagic pancreatitis is sudden and violent 
in onset; is characterized by excruciating deep- 
seated pain usually in the epigastrium or between 
the xiphoid and umbilicus, associated with severe 
nausea and vomiting, hiccough, constipation, and 
albuminuria frequently results. 

Acute suppurative pancreatitis usually begins 
suddenly with severe epigastric pain, vomiting, hic- 
cough, chills, and an irregular pyemic temperature 
and progressive tympanitis. 

In pancreatic calculi paroxysms of pain may be 
due to the impaction of stone. The pain radiates 
along the lower left costal border to the back rather 
than to the right side. Detection of free fat in 
stools or glycosuria may markedly aid in the 
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diagnosis. Characteristic calculi found in the stool 
is confirmatory. Jaundice rarely appears in pan- 
creatic lithiasis unless the stone passes into the 
common duct and becomes lodged. If this takes 
place or if pressure is made upon the common 
duct by inflammatory swelling, jaundice may oc- 
cur. 

In cholecystitis pain may or may not be very 
severe, depending largely upon the amount of ob- 
struction produced by the swelling in the ducts. 

Epigastric pain with local soreness beneath the 
right rib margin is usually followed by nausea and 
vomiting. When the common bile-duct is occluded 
jaundice with chills and high temperature may 
result. 

Renal calculus is accompanied with severe pain 
when the stone gets into the kidney pelvis or ureter 
in such a position as to block the flow of urine. The 
pain radiates from the loin obliquely downward into 
the right iliac region — the front of the thigh, blad- 
der, or genital organs. Symptoms from renal stone 
depend upon the size, character, and location of the 
stone. ‘The pain may appear suddenly and is of an 
agonizing character, associated with marked mus- 
cular rigidity or spasm. If the stone passes, pain 
may suddenly cease, leaving the bladder more or 
less irritated. If the stone is rough it may produce 
much irritation and hemorrhage. If the ureter 
remains long blocked by a stone, hydronephrosis 
marked by a tumor mass beneath the costal region 
may be found. When suppuration occurs in con- 
nection with stone, pyonephrosis results and pus, 
blood, casts, and albumin may be found in the urine, 
and septic symptoms may result. 

The liver when enlarged from hepatic abscess may 
extend several inches below the rib border. When 
due to amoeba or other infections, dull aching pains 
are present all over the abdomen. The pain is most 
active during the night or early morning. Indiges- 
tion, headache, lassitude, coated tongue, and a foul 
breath may be present. Loss of appetite, weight, 
and color may take place and at times a yellow skin. 
Chills, and rigors at times occur with pain and ten- 
derness over the liver. If the abscess swelling is 
sufficient to press on the bile radicles the jaundice is 
slight, but if the pressure is sufficient to obstruct the 
common or hepatic duct there will be marked 
jaundice. 

Floating kidney pain is not so severe as that from 
renal stone and is localized in the right side of the 
abdomen. If the ureter is flexed or pressed upon 
by the descent of the kidney, pain will result. If a 
band of fascia or blood-vessel is abnormally located 
so as to drag across the ureter in the kidney descent 
in a manner to obstruct the ureter, the patient may 
suffer pain in the loin which may be projected down 
along the ureter. When the attachments are loose 
enough to admit free mobility of the kidney, the 
ureter is not liable to kink and the kidney remains 
symptomless. 

Nephromata or hypernephromata cannot often 
be distinguished from floating kidney. It is usually 
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tender to pressure but unaccompanied by pain. 
Nephromata may or may not be associated with sex 
abnormalities. 

In appendicitis the pain in a large number of 
cases occurs at the epigastrium and then is diffused 
over the abdomen and generally localizes at or near 
McBurney’s point. If the appendix is long enough 
to extend into the region of the gall-bladder and 
ducts its inflammation may excite symptoms of 
cholecystitis or choledochitis and the pain may be 
at the rib border. If located behind the caecum 
pain may be referred to the loin or to the right rib 
margin. If in contact with the ureter the pain may 
simulate that of renal stone. Regardless of its 
location it is often the cause of gastro-intestinal dis- 
turbances — pylorospasm, hyperchlohydria, and 
general intestinal irritation. Appendicitis is usually 
accompanied by temperature, high or low. In 
fact, in acute attacks elevation of temperature is 
the rule. Its existence is often doubted when other 
symptoms are unaccompanied by temperature. 
Nausea and vomiting are usually present in all of 
these conditions, but are not significant or especially 
characteristic. 

Jaundice is a valuable diagnostic sign. It appears 
in appendicitis and renal disease only as a result of 
sepsis. 

Obstructive oedema due to a duodenal ulcer near 
the ampulla of Vater sometimes results in a closure 
of the common bile-duct and may cause pancreatitis 
and jaundice. 

Choledochitis and cholelithiasis are accompanied 
by slight or marked jaundice which may be of an 
intermittent or transient type. It may be so slight 
that an examination of the conjunctiva or a chem- 
ical examination of the urine is necessary to de- 
tect it. 

Pressure by pyloric cancer upon the common duct 
may give rise to jaundice of a constant, progressive, 
intense type. 

Peptic ulcers both of the stomach and duodenum 
are at times so infiltrated as to cause a tumor mass 
that may be felt in the median line or beneath the 
right rectus muscle which is at times very tender to 
touch. Pyloric cancer produces a tumor that at 
times is freely movable upon full inspiration and is 
separated from the costal margin by a distinct 
depression. They are usually far advanced when 
palpable — ‘firm, irregular, often painless, and not 
very tender to pressure.” 

When the gall-bladder is disturbed from obstruc- 
tion to the cystic or common duct it produces a 
pear-shaped tumor mass at the margin of the liver; 
movable synchronously with the diaphragm and 
presenting no depression between the rib margin and 
the tumor mass. 

Appendiceal tumors may be located anywhere in 
the abdomen. They are sometimes six or more 
inches long and may become attached to any 
other abdominal organ. When inflamed they may 
become fixed by adhesions to some surrounding 
tissue. 
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Floating kidney tumors are usually marked by 
smooth, sharp outlines and mobility. They are 
usually free from pain and tenderness unless ob- 
struction results from ureteral pressure. 

A hydronephrotic or pyonephrotic kidney is 
usually stationary or fixed well back into the loin 
and does not move with the diaphragm. The 
hydronephrotic kidney usually presents no urinary 
findings, while the pyonephrotic kidney is usually 
accompanied by septic symptoms, the urine showing 
blood, pus, albumin, and casts. 

Pain is the most prominent symptom in all condi- 
tions of the right upper quadrant, and is of great 
value in a differential diagnosis, if the peculiarities 
and characteristics of pain common to each condition 
is kept in mind. 

Regardless of every aid in diagnosis it is often 
difficult to differentiate and instead of waiting 
months or years for the trouble to clear up an ex- 
ploratory diagnosis under nitrous oxide  gas- 
oxygen or novocaine should be made. 


Peak, J. H.: Visceroptosis. 
XXix, 193. 


Internat. J. Surg., 1916, 


The author’s principal aim in this paper is to 
show the development of operative procedures 
for the relief of visceroptosis. In so far as the 
morbid entity and what might be termed the 
medicinal treatment may be concerned, every physi- 
cian ought to be perfectly familiar with these 
features, therefore, the author deals briefly with 
the surgical phase of the subject in concluding his 
paper. 

The extent and character of the existing ptosis 
will necessarily determine the surgery to be under- 
taken. The rule the author follows, if the patient 
is a relatively good surgical risk, is to first perform 
nephropexy; then place the patient on the back 
and open the abdomen in the median line above 
the umbilicus; abrade the upper surface of the 
liver with a gauze sponge; shorten the round liga- 
ment of the liver; plicate the gastrocolic ligament 
and anchor the colon by attaching the greater 
omentum where it comes off the colon to the ab- 
dominal wall at about the normal level of the 
colonic position. (This last procedure the author 
has performed many times during the last ten or 
fifteen years.) 

Following the operation the patient is placed in 
bed with the foot elevated ten or twelve inches. 
This position is necessary in order that adhesions 
may form properly about the kidney and liver. An 
exceedingly light diet is maintained and the bowels 
kept open by enemas rather than purgatives. The 
patient should be maintained in this position for 
twenty-one days, but can be shifted slightly from side 
to side to change the center of gravity and thereby 
give the parts rest. At the end of the third week 
the foot of the bed may be lowered to the normal 
level, and the patient will be able to leave the hos- 
pital at the end of the fourth week. 

Epwarp L. CorNELL, 
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SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Cunningham, S. P.: Regeneration of Long Bones 
Following Infection. Texas St. J. Med., 1916, 
xii, 15. 

The author considers the methods of treatment 
which have been of most value in treating infected 
long bones resulting from compound, comminuted 
fractures. The principles to be kept in mind are: 
(1) the general condition of the patient; (2) the 
injured member should be placed in as nearly a nor- 
mal position as can be maintained without inter- 
ference with the blood supply by sand-bags and ex- 
tension; (3) when infection is severe, hot, moist appli- 
cations should be made to the part to promote drain- 
age, and a splint applied under the limb to facilitate 
the changing of dressings. Probing, manipulation, 
and irrigation should be avoided. After infection 
is controlled the author uses the Moorhof wax to 
dry fill the cavity. He has reached the conclusion 
that bone regeneration is the result of the combined 
action of the periosteum and blood-clot. ‘Two cases 
are reported. H. W. Witcox. 
Cameron, H. C.: Osteogenesis Imperfecta. Proc. 
Roy. Soc. Med., 1916, ix, Sect. Dis. Child., 43. 


A case is reported of this rather rare bone condi- 
tion in a child aged five years. 

The author makes these three observations: (1) 
Osteogenesis imperfecta is a condition characterized 
not only by deficient ossification and fragility of the 
long bones, but also by a typical and peculiar for- 
mation of the skull which consists of a bulging in the 
temporal region sufficient to displace the upper part 
of the ear. (2) The shortening of the limbs 
is more marked in the proximal than in the distal 
portions of the limbs. Characteristic expansion 
and the tortuous, sinuous outline of the shafts of the 
long bones are noted. H. W. Witcox. 


Remy, C. E.: Blue Sclerotics; Their Relation to 
Multiple Fractures in Childhood. Med. Coun- 
cil, 1916, xxi, 33. 

The author traces the heredity of blue sclerotics 
or osteopsathyrosis, and finds that with one excep- 
tion the condition of fragile bones was transmitted 
by the females and occurred only in the males. He 
also finds that in addition to the fragility of the bones 
and the blue sclerotics, in all cases presenting blue 
sclerotics, there is an accompanying flat-foot and 
a peculiar tendency of the lower eyelid to cover 
the lower portion of the iris. He thinks the con- 
dition is due to a congenital deficiency of the 
matter furnishing the bones their elasticity. 

J. R. Martin. 


Wilcox, H. W.: Osteo-arthritis. 
xlll, 153. 

The author uses the classification of Goldthwaite 
and gives a review of the present-day beliefs con- 
cerning the etiology and treatment of osteo-arthri- 
tis. Some of his conclusions are as follows: 

1. Any inflamed joint should be put as far as 
possible in a condition of absolute rest. This 
relieves pain and tends to arrest changes going on 
in the joint tissues, thus preventing deformity and 
possibly ankylosis. 

2. If the focus of infection is known and is acces- 
sible to removal it should be gotten rid of. 

3. If there are deformities which can be corrected, 
either in the diseased joint or in another joint closely 
related to it, any such static fault should be cor- 
rected and the joint held in normal position by what- 
ever means necessary. 

4. Internal medication seems not to influence 
the reparative process greatly. R. B. Corretp. 


Marshall, H. W.: A Case of Multiple Cartilaginous 
Exostoses. Am.J.Orth. Surg., 1916, xiv, 346. 


Colo. Med., 1916, 


The author reports a typical case of multiple 
osteochondromata. X-ray plates demonstrate ab- 
normal growths in the cervical, dorsal, and lumbo- 
sacral regions of the spine, on the right scapula and 
both iliac bones, femori, tibiz, fibule, left humerus, 
right radius, left ulna, and first metacarpal bone of 
the right hand. Excision of a small tumor on the 
fifth cervical vertebra was followed by relief from 
slight aches previously complained of locally in the 
neck and head. Microscopic sections of the excised 
mass indicate its benign character, and show an 
irregular grouping of hyaline cartilage and bony 
trabecule surrounding the bone-marrow. 

The history in the author’s case tends to confirm 
the opinion as to the importance of congenital de- 
velopmental defects as causes and their transmission 
from mother to offspring; also the location and size 
of abnormal growths indicate that continuous me- 
chanical strains or repeated mechanical irritations 
may accelerate tumor growth. Puiu Lewin. 


Greig, D. M.: A Case of Symmetrical Pressure 
Fibromata. Edinb. Med. J., 1916, xvi, 444. 


The clinical findings in this case were hard movable 
growths, with fascial attachments, just posterior 
to each great trochanter of the femur, and over 
each ischial tuberosity. The tumors at the tro- 
chanters were removed and on examination were 
found to be composed of a dense fibrous material, 
in the center of which were found tubercles with the 
accompanying lymphoid and giant cells, but no 
demonstrable tubercle bacilli. The author was in- 
clined to believe that the growths were either des- 
moidal or bursal in origin and were results of irri- 
tation. J. R. Martin. 
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Moore, J. E.: Osteomyelitis Involving the Hip- 
Joint. Ann. Surg., Phila., 1916, lxiii, 473. 


Eighteen years ago the author denounced the use 
of the term epiphysitis, as applied by most writers 
to an acute inflammation of the hip-joint. He 
believed then that the condition was one of acute 
osteomyelitis, and subsequent observation has con- 
firmed his opinion that the condition does not arise 
in the epiphysis, but on the shaft side of the bone. 
The term epiphysitis was suggested by Macnamara 
because of the rarity of osteomyelitis in this loca- 
tion and the absence of a diagnosis until the epiphy- 
sis had become separated. The name osteomyelitis 
as applied by the author is not strictly correct, as the 
neck of the femur has no medulla, but the process 
resembles osteomyelitis in every other particular 
and demands the same prompt treatment. When 
the diagnosis is made very early, before the joint is 
involved, an incision should be made over the greater 
trochanter and an opening drilled through the 
trochanter and the center of the neck of the femur 
in its long axis until the seat of the infection is reach- 
ed. When the diagnosis is not made until the joint 
is involved, it is better to open directly into the joint 
from the front. When a late operation is done, a 
formal excision should not be made unless the neck 
is completely necrotic, but as much as possible of the 
neck should be preserved for future use. 

Four cases are cited as proof of the correctness of 
the author’s contentions. All of them occurred in 
children under twelve, and all involved the neck, 
some with and others without joint involvement. 
He suggests that it might be well to revive the old 
term “acute osteitis of growing bone.”” GaTewoop. 


FRACTURES AND DISLOCATIONS 


Campbell, W. F.: Colles’ Fracture. Med. Times, 
1916, xliv, 161. 

The author gives a detailed discussion of Colles’ 
fracture. He contends that the reasons for imper- 
fect reduction of these fractures are largely a lack 
of appreciation of the fact that the fractured frag- 
ments are locked, impacted, and must be disengaged 
before they can be normally replaced. In order 
to accomplish this, anesthesia for securing complete 
relaxation is essential. Colles’ fracture is not an 
“office fracture,” it is a “hospital fracture;” and if 
the fragments are accurately reduced, retention is 
easily accomplished with almost any kind of splint. 

R. B. Correcp. 


Serafim, G.: Isolated Fractures of Head of the 
Radius (Sulla fractura isolata del capitello del 
radio). Clin. chir., 1916, xxiv, 177. 

Pure isolated fractures of the radius are compara- 
tively rare. The author gives a short historical 
review of the subject from Verneuil’s memoir in 
1851 down to the present time. He divides trau- 
matic lesions of the head of the radius into the three 
following classes: 
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1. Fractures which involve the head alone, either 
complete or incomplete. 

2. Fractures which involve both the head and 
neck of the radius in which the direction of the line 
of fracture injures the mass of the head for a much 
greater extent than the neck, complete and incom- 
plete. These are fractures of the head radiating 
to the neck. 

3. Fractures associated with the head and neck, 
so-called explosive fractures, in which the fractured 
diaphysis at the level of the neck supplemented 
by the continuation of the traumatizing action in- 
directly in the head of the radius which is broken 
into several fragments. In this variety, fracture of 
the neck is primary and of the head secondary. 

The author gives short histories of 57 cases 
gathered from the literature and adds fuller details 
of 7 personal cases which he has observed in five 
years. In 22 cases the injury was caused by a fall 
on the palm of the hand with the forearm in flexion. 
In 28 cases the injury was due either to a fall on the 
elbow or to the elbow striking some hard object. 

Generally such fractures are more frequently due 
to direct than to indirect trauma. The etiology, 
mechanism, pathologic anatomy, symptoms, diagno- 
sis, surgical and non-surgical treatment as well as 
the results, are discussed. 

Clinically such fractures are recognized by the 
tumefaction and the pain localized to the external 
part of the elbow under the epicondyle; by the limi- 
tation of movements, especially of pronation and 
supination, and by the dislocation and malposition 
of the fragments. Clinical examination should in- 
variably be supplemented by radiography of the 
elbow in different positions. 

Mobilization and massage may give good results 
but if there are free articular fragments and the 
head is badly dislocated early operative intervention 
is called for. The latter gives excellent results and 
is preferable to late intervention. It is indicated 
generally when callus formation is noted. The ulti- 
mate results as to functional value cannot be stated 
until at least a year has passed after the injury. 
With free fragments the ultimate prognosis may be 
grave. W. A. BRENNAN. 


Jones, R.: Malunited and Ununited Fractures. 
Brit. M. J., 1916, i, 809. 

The author states that conditions to which the 
terms delayed union and non-union are applied may 
be difficult to distinguish, because there is often 
found, even after months, osteogenetic changes lead- 
ing to consolidation in a fracture considered to be 
permanently united. There may be several weeks 
of apparent inactivity in callus formation, and then 
consolidation occurs quite rapidly. Delayed union 
is the most common in the middle of the femur, in 
the humerus at the junction of the middle and upper 
third, and in the tibia and fibula at their lower third. 

A fundamental principle in the treatment of frac- 
tures is to secure and maintain good length and 
good alignment and in securing these ends care 
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should be taken that the circulation of the limb 
should be in no way impaired. 

If a case of delayed union is first seen in the sev- 
enth or eighth week it is necessary to do no more than 
make quite sure of good alignment, length, and 
circulation. 

For old cases Jones recommends the “‘ percussion 
and damming” of H. O. Thomas which consists of 
breaking down the soft fibrous callus, turning the 
fractured ends toward the skin and beating them 
with a mallet. A pulley is then applied to the limb 
and extension produced. A Thomas knee-splint is 
adjusted and theextension maintained. ‘Two pieces 
of rubber tubing are tied around the limb, one three 
or four inches above the fracture; the other an equal 
distance below. At first they are kept on twenty 
minutes each day, later on several hours at a time. 
They should be tight enough to cause considerable 
swelling and stasis. 

In aseptic compound comminuted fractures Jones 
strongly recommends that the pieces be saved. If 
the pieces are quite loose they should be taken 
out, laid in alcohol, and carefully replaced in posi- 
tion or around the site of fracture. 

Weak union can be diagnosed by two signs: 
(1) tenderness on pressure over the site of fracture; 
(2) exuberant callus exudation. 

The causes of malunion of a fracture are: 

1. Inefficient reduction of fracture. 

2. Errors in method of maintaining the fracture 
in position. 


3. Errors in after-treatment. Pup Lewin. 


Carr, W. P.: The Treatment of Fractures. Lancet- 
Clin., 1916, Cxv, 493. 

On the basis of twenty years’ experience in the 
Emergency Hospital in Washington, and having 
treated more than 7,000 fractures of nearly every 
bone and variety, Carr contends that we are retro- 
grading in the proper treatment of fracture instead 
of advancing. He believes that many surgeons are 
too prone to amputate, too ready to operate, and 
too apt to use faulty methods of operating. 

The methods of Lane and Milne of England are 
condemned since the use of plates breaks some of the 
most important fundamental laws governing the 
treatment of fractures, such as: 

1. Continued pressure upon 
rapid absorption. 

2. Large foreign bodies embedded in bone fre- 
quently cause, without apparent infection, a rarefy- 
ing osteitis. 

3. Cutting off the blood supply of a part of the 
periosteum by pressure is equivalent in effect to 
removal of this periosteum. 

Other important laws laid down in this paper are: 
(1) It is impossible to hold down a fragment of 
bone, tending to ride upward from muscular action, 
by putting compresses over it. (2) Any incision 
through muscle playing over a bone, down to the 
bone, may produce scar tissue binding the muscles to 
the bone at that point and interfering more or less 
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seriously with motion. (3) Continued irritation 
of muscle and tendons at the seat of fracture often 
produces thickening and contraction of these muscles 
or tendons, and such contractions may seriously 
impair the motion of a joint. (4) Infection at the 
site of fracture almost always interferes seriously with 
union. (5) Mangled and lacerated wounds are far 
more liable to infection than clean cut incisions. 
These laws are fixed and immutable and the ig- 
noring of some of them has led to pernicious methods 
of treating fractures that have come into common 
use under the sanction of high authority. Short 
fragments may be held in place by wiring. No 
appliance, however, should be fastened directly 
to the broken ends of long bones for the purpose of 
keeping the fragments in alignment, but only to 
prevent shortening. The alignment must be main- 
tained by splints, casts, or extensions — never by 
metal plates or any appliance encircling the bone, 
or by wires passed through and through the broken 
ends. R. B. Cortetp. 


Nathan, P. W.: Choice of Method in the Treatment 
of Fractures. Am. J. Surg., 1916, xxx, 184. 


Nathan deplores the percentage of poor results in 
fractures handled by the average practitioner, and 
says that the average graduate has not been taught 
the application of ordinary mechanical methods. 
The essential fault is that the splint so often does 
not overcome the muscular spasm, which is the pri- 
mary cause of overriding fragments, and that when 
used, the plaster of Paris is not properly applied, 
nor retained until consolidation takes place. 

In fractures of the shaft of the femur, the frag- 
ments are the best apposed, and greatest muscular re- 
laxation is gained by a position of semiflexion of the 
The additional advantage of continuous ex- 
tension is readily acquired by a simple apparatus of 
gas-pipe, adjusted to fit in any bed, and capable of 
maintaining an extension frame at any angle desired. 

In fractures of the surgical neck of the humerus, 
the arm should be abducted and externally rotated. 
For fractures of the femoral neck, the Thomas hip 
splint may be modified to keep the limb in abduction. 

The best method in fracture treatment is that 
which requires the least skill to carry out, rather 
than the fine elaboration of surgical technique. 

R. G. PACKARD. 


Flint, J. M.: Treatment of Fractures by Methods 
of Suspension and Extension. Ann. Surg., 
Phila., 1916, Ixiii, 641. 

“special attention is called to the value of exten- 
sion when combined with suspension in fracture 
treatment. It is necessary in this kind of treat- 
ment that there be some sort of iron frame firmly at- 
tached to the head and foot of the bed and five feet 
above its surface to give movable points of support 
with adjustable pulleys. With proper adjustment, 
the best methods are easily determined for suspen- 
sion of simple fractures, or for doing painless dress- 
ings in such cases as compound fracture of the el- 
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bow, or,for complex appliances for badly complic- 
ated fractures. The addition of a spring in the line 
of pull, as a shock absorber, is a wonderful source 
of relief to the patient. 

In fractures of the humerus, the extension can be 
vertical, horizontal, or angular, and in cases just 
above the elbow this angle of the arm and forearm 
can be varied several times during the day to avoid 
ankylosis formation, and meanwhile the patient can 
sit, lie, or sleep. 

Suspension of the lower extremity is variously 
used. In fractures in good position hammocks may 
be used allowing the patient torotate the limb. For 
tibial and fibular fractures requiring extension, and 
for supracondylar fractures, the ‘“‘railway splint” 
with the self-contained extension apparatus may be 
used, so-called because the lower fragment rides 
upon a carriage that tracks on the main part of the 
splint, while countertraction is obtained by adhe- 
sive plaster over the upper fragment attached by 
a helical spring to the splint. Subtrochanteric 
cases need the Hodgen splint. Fractures of the 
femoral neck require the Hodgen splint with foot 
extension. R. G. Packarp. 
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Harrison, F. C.: A Splint for Drop-Wrist. Canad. 


Pract. & Rev., 1916, xli, 191. 

The author describes an easily constructed splint 
by Southerland to be used in the treatment of in- 
juries to the musculospiral or median nerves, from 
which ‘‘drop-wrist”’ results. 

A posterior splint for the hand and arm is made of 
several layers of plaster-of-Paris bandage three or 
four inches wide with a thin piece of board, one and 
one-half inches in width, running longitudinally 
nearly the length of the plaster. Three more layers 
of plaster bandage are applied above the board and 
then strips of flannel are placed across the splint 
for the purpose of fastening it to the hand and 
forearm. ‘Two more layers of plaster bandage are 
then applied to secure the flannel strips. The 
whole is then moulded to the back of the hand and 
forearm, extending from the base of the fingers 
almost to the elbow. It is allowed to dry and is 
then cut across at a point corresponding with the 
wrist-joint and hinged, the board embedded in the 
plaster holding the screws firmly. A spring is then 
attached by metal uprights to the hand and the 
forearm pieces. In this way the wrist is held in a 
position of dorsal flexion. Flexion can take place 
to the extent of allowing the hand and forearm to 
come into line. R. B. Corretp. 


Rich, E. A.: The Treatment of Abscesses in the 
Course of Tuberculous Disease of Joints 
and Bones. Northwest Med., 1916, xv, 237. 

The author pleads against unnecessary and 
dangerous incision of tuberculous abscesses, pointing 
out the harmlessness of the collection and the possi- 
bility of back pressure having a real function. 
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In his opinion, the only indication for any opera- 
tive procedure is such an increase of abscess pressure 
as to cause intolerable pain and then the only pro- 
cedure that is justifiable is aspiration under the 
most rigorous asepsis. Aspiration is indicated to 
relieve pressure and not to evacuate the cavity and 
in old chronic cases where the disease itself has sub- 
sided. Aspiration should be done with a No. 13 
or 14 wire needle and not with a trocar. The author 
has had small success with the use of Beck’s paste. 

H. W. MEYERDING. 


Ridlon, J.: As to the Necessity for Operation in 
Joint Tuberculosis. Chicago M. Recorder, 1916, 
XXXVili, 256. 

The author reports two cases of tuberculosis of the 
knee-joint, treated by conservative methods. The 
first was an adult female, whose right knee-joint, 
following a fall upon it, became tuberculous, and was 
excised with a resulting ankylosis. 

Subsequently the left knee became inflamed and 
was examined by six eminent surgeons all of whom 
diagnosed it as tuberculous. Conservative treat- 
ment, by immobilization, for three years, resulted 
in a cure with a normal range of motion. 

The second case was in a girl five and one-half 
years old. The left knee was seen after being in- 
flamed for a year, and was treated by the applica- 
tion of a brace. During the course of the treat- 
ment five sinuses opened up and discharged for many 
months. In three years the knee was cured in a 
straight position and in four years the knee could 
be completely flexed and the patient walked and 
ran without limping. 

Excision should never be done in children. In 
adults it is a time-saving measure, but one-half such 
cases require amputation later on. H.W. Witcox. 


Belot and Filhoulaud: Osseous Repair and Pro- 
liferation (Sur la réparation et la prolifération 
osseuses). J. de radiol. et d’électrol., 1916, ii, 87. 


Radiologic study of osseous traumatisms of war 
shows that apart from those which cover spontan- 
eously there are many with a different evolution. 
There may be an exaggerated osteoperiosteal pro- 
liferation. The neoformation may take the form 
of a voluminous callus surrounding or immobilizing 
a joint or involving the muscles, and the functional 
importance engendered may be such as to require 
surgical removal of the excrescence. 

The callus formations observed in peace are quite 
different from those observed in war. The latter 
are large, extensive, rich in elements, rapid in ossi- 
fication, often proliferating at quite a distance from 
the point of fracture. This is accounted for by the 
fact that the subjects are young and in full cellular 
activity. There is an abundant production of 
fragments more or less grouped and disseminated 
and almost always accompanied by débris of perios- 
teum and this latter constitutes the reparatory nu- 
cleus. These periosteal fragments scattered here 
and there even in the neighboring muscles continue 
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to live and proliferate, and multiplying their ele- 
ments not only forms a voluminous callus but even 
an exaggerated one with distant osseous trabecules. 

Traumatized bone ordinarily shows a marvelous 
tendency to reparation; the tendency of separated 
bone and periosteal fragments to live exists even 
when radiographically they appear deprived of all 
relation with the body of the bone. The author 
thinks that a certain amount of reserve should be 
’ exercised in the removal of all bone fragments shown 
by the radiograph. Only those which are manifestly 
incapable of living should be the object of an im- 
mediate removal. These will comprise fragments 
without periosteum, infected fragments, fragments 
very distant from the injury, etc. As regards 
other fragments the later clinical and radiographic 
manjfestations will suggest what must be removed. 

While it goes without saying that infective phe- 
nomena will necessitate an immediate wide cleansing 
of the wound it should be borne in mind that it is 
necessary to allow the bone sufficient elements to 
permit of reparation. Frequently absence of con- 
solidation results from a too radical removal of 
bony débris. 

It is more important to remove the fragments at 
a distance which are usless for reparation and which 
can act as foci giving birth to osseous formations. 

The authors call particular attention to the value 
of radiologic examination not only in the diagnosis 
and study of fractures but for the determination of 
the physicotherapeutic treatment for the restoration 
of function. Clinical observation alone cannot 
always give sufficiently accurate information as to 
the nature of the obstacles opposing restoration of 
function, but radiography can detect them as well 
as the imperfection of consolidation. 

W. A. BRENNAN. 


Delageniére, H.: Osteoperiostic Grafts Taken from 
the Tibia to Serve in the Reconstruction of 
Bone or in the Repair of Loss of Osseous Sub- 
stance (Des greffes osteopériostiques prises au 
tibia pour servir a la réparation des pertes de sub- 
stance osseuse). Bull. et mém. Soc. de chir. de Par., 
1916, xlii, 1048. 

Delageniére gives details of 41 operations in 
military service in which tibial grafts have been 
used with good results. In his civil practice before 
the war the poor results which he had obtained from 
osseous grafts, properly so-called, forced him to 
renounce them in favor of osteoperiosteal grafts 
taken from the tibia. The tibia is easily accessible, 
and its internal face is large and extensive so that 
there is ample material for a graft. Moreover, re- 
pair of the osseous wound left after removal of a 
graft is facile even if the graft is thick and the medul- 
lary cavity of the bone open. 

He finds that autografts are best and therefore 
confines his practice to grafts taken from the pa- 
tient’s tibia and generally for the following class of 
cases: (1) pseudo-arthroses of the arm, forearm, or 
tibia; (2) for the stoppage of loss of bony substance; 
and (3) in autoplastic operations of the nose. 
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The result of such grafts is uniformly good. The 
technique of cutting the graft and applying it in the 
different classes of cases is described fully. The 
evolution of the graft is different in infected and non- 
infected cases. In a septic or suppurating wound 
the phenomena are rather complex. The periosteum 
grafts in this condition, but the osseous parts die 
and become necrotic. Fistula are established which 
heal only when the elimination of the necrotic os- 
seous parts is complete. At this time the graft 
can be radioscopically observed to be transparent, 
but by degrees it becomes opaque and thenceforth 
behaves as in the evolution of a non-septic graft, 
except that in this case the evolution is much 
slower. 

The author ‘draws attention to the efficacy of 
this species of graft in cranial injuries where there is 
a very extensive loss of substance. Many of the 
cases reported are of this class. On accout of its 
simplicity and efficacy he thinks it is indicated in all 
cases of important loss of cranial bone, and even in 
minor losses when the subject shows signs of menin- 
geal irritation. W. A. BRENNAN. 


Brown, W. L., and Brown, C. P.: Important Points 
in Bone-Transplantation. Texas St. J. Med., 
1916, xii, 13. 

The authors report their conclusions reached from 
experimental work done with bone and periosteal 
transplants, their results agreeing with those of the 
majority of investigators. They were unable to 
reproduce bone from periosteal transplants, either 
free or left attached, except from a bone where trau- 
ma was necessary to its removal, that is, only bone 
and bone-cells reproduce bone. Bone transplanted 
free into the tissues, either with or without perios- 


‘teum, is always absorbed. 


Bone when transplanted must be in such a posi- 
tion that it has a function to perform, must have 
sufficient contact with living bone and sufficient 
immobilization to secure primary union. 

Clinically, the graft should not be too large, 
should be planted within the old periosteum, if 
possible, should be required to maintain but little 
mechanical support, and there should be complete 
immobilization for several weeks. The graft, in 
locations in which there is continued liability to 
displacement, requires additional internal mechan- 
ical support. 

All the periosteum at the point of contact should 
be preserved. The technique of the bone work 
should be faultless. H. W. Witcox. 


Lyle, H. H. M.: The Aperiosteal Stump and Its 
Care. Ann. Surg., Phila., 1916, lxiii, 674. 

In amputations there are four methods of treat- 
ing the bone: osteoplastic, tendinoplastic, periosteal, 
and aperiosteal. The latter, while the simplest and 
most practical, is the only method most likely to 
give an end-bearing stump. The technique con- 
sists in removing thoroughly a small cuff of peri- 
osteum, 0.5 cm. in depth, and spooning out the mar- 








GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


row cavity for a like distance. If shreds are allowed 
to remain, they are liable to produce painful bony 
spikes. 

The stump should be quickly put to use. As soon 
as healing is accomplished, massage is instituted 
twice daily and a 2 per cent solution of salicylic acid 
in olive oil is rubbed in. The stump should then be 
pressed against a box in the bed five to ten minutes, 
three times a day, and this period rapidly increased. 
Standing exercizes aresoon begun, and at the end of 
two weeks the patient should be able to wear a peg- 
leg. R. G. Packarp. 


ORTHOPEDICS IN GENERAL 


Henderson, M. S.: The Intraperitoneal Inocula- 
tion of Animals; Its Diagnostic Value in 
Orthopedic Surgery. Am. J. Orth. Surg., 1916, xiv, 
329. 

In a series of 143 patients tested by the author, 
guinea pigs were used in the majority of cases. As 
the guinea pig is rather resistant to the bovine type 
of tuberculosis while the rabbit is not, Hendersen 
recommends that where the patient is a child, there- 
fore more likely suffering from a bovine type of in- 
fection, the rabbit, or both rabbit and guinea pig, 
should be injected. 

He concludes as follows: 

1. As a test the intraperitoneal inoculation is 
practicable and requires no special laboratory facil- 
ities. The test has been of great value in doubtful 
cases, and in instances in which it is possible to ob- 
tain the material for inoculation it has become a 
routine procedure. 

2. A positive bacteriologic test in obscure lesions 
makes the diagnosis certain. 

3. The value of negative tests increases with the 
number made. 

4. Antiformin digestion of tissue acts on the 
tubercle bacilli either to kill them or to reduce their 
virulence, so that the low resistance of the guinea 
pig will be sufficient to overcome them. It greatly 
reduces the value of the test and should not be used. 

Puivre LEwIN. 


Vulpius, O.: Experience with the Albee Operation 
for Spondylitis Tuberculosis (Erfahrungen mit 
der Albeeschen Operation bei Spondylitis tubercu- 
losa). Muenchen. med. Wchnschr., 1916, \xiii, 546. 


Vulpius gives the results from his orthopedic 
clinic in Heidelberg of the Albee operation for tuber- 
culous spondylitis. The operation so far at least 
as end-results are concerned is little known to Ger- 
man orthopedists. He has re-examined 24 operated 
patients, and reports have been received of 6 others 
who were operated upon. About two and one-half 
years have elapsed between operation and the re- 
examination. The ages of the patients varied 
from 3 to 45 years, the majority being under 10 
years. The typical Albee technique was used. 

In all cases there was easy and uneventful recovery 
except in 3 cases where some bony splinters had to 
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be removed. After the operation there was a 
remarkably prompt cessation of subjective phenom- 
ena. Pain ceased after a while and the patients 
could easily move about. Anatomic preparations 
made a year after operation are instructive and 
show that there has been a firm union around the 
graft and that the graft has been absorbed. All the 
subsequently examined patients may be considered 
to be clinically cured. One child died, after a year, 
of tuberculous meningitis and this was the only 
death. No case complicated with paralysis was 
operated upon, and Vulpius has seen no paralysis 
develop after an Albee operation. In 7 cases in 
which there was a psoas-abscess before operation, 
this process was resorbed. As a result of his ex- 
perience Vulpius strongly recommends the opera- 
tion. W. A. BRENNAN. 


Wallace, C.: The Operative Treatment for the 
Disabilities and Deformities Following Anterior 
Poliomyelitis. Am. J. Orth. Surg., 1916, xiv, 400. 


The author bases his article on a study of the oper- 
ations at the Hospital for Ruptured and Crippled 
Children during the past three years. 

He states that the attempt to secure ankylosis 
of the hip in children, by doing an arthrodesis, has 
been hopeless. 

He thinks that nearly one-third of the operations 
performed in the series would have been unneces- 
sary if the patients had received proper brace atten- 
tion. 

The Soutter operations for contractures about 
the hip are most beneficial. 

The transplantation of an active hamstring ten- 
don, when both were normal, to the attachment of 
the paralyzed quadriceps extensor tendon, so im- 
proved the power about the knee that braces have 
been discarded. 

Arthrodesis for paralytic deformities in children 
has been of little value. 

The grooving of the tibialis anticus tendon into 
the anterior surface of the tibia, and transplanting 
the extensor proprius hallucis tendon to the calcaneo- 
scaphoid ligament for equinovalgus deformity has 
been helpful. 

He found the typical Whitman operation the 
most satisfactory for calcaneus, calcaneovalgus, and 
dangle-foot deformity. Parurpe Lewin. 


Davis, G. G.: Stability of The Lower Extremity 
in Paralytics. Am. J. Orth. Surg., 1916, xiv, 391. 


The author states that in treating paralysis the 
prime object is to secure support and secondarily 
to promote propulsion to the greatest extent pos- 
sible. Stability is therefore the first consideration. 
Intimately associated with stability is the question of 
balance. Stability has largely to do with bones 
and ligaments but balance is largely controlled by 
the muscles. 

If what the author calls the subastragalar joint 
is the only involved part the disability is often not 
marked and there are a number of ways to stabilize 
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it. In the order of efficiency he names arthrodesis, 
fixation of tendons, tendon-transplantation, and 
silk ligaments. 

The ankle-joint is close to the subastragalar joint 
and the paralysis most frequently produces toe-drop, 
or less often a calcaneus. Even a well-laced shoe 
may prevent a slight toe-drop from being trouble- 
some. If the case is more severe the foot may be 
held up by fastening the extensor tendons or the 
peronei and anterior tibial to the anterior part of 
the tibia. In the cases of calcaneus usually asso- 
ciated with cavus, Gallie buries the tendo achillis 
into the tibia posteriorly. Static problems of the 
foot are comparatively easily solved without the 
use of apparatus. 

If a stable lower extremity is to be obtained one 
must favor the assumption in the knee and hip-joints 
of hyperextension. He can secure a stable back 
knee by fixation of the ankle-joint plus an elevated 
heel. 

When the muscles controlling the hip and running 
from the trunk to the femur, especially the gluteus 
maximus, are paralyzed, the difficulties are greatly 
increased. If the gluteus maximus is active then, 
even if the quadriceps femoris is paralyzed, the glu- 
teus will pull the femur back and frequently fix the 
knee, but in hip paralysis the disability is often 
extreme. 

Where extreme external rotation is present it 
can be controlled by the operation of sewing the 
fascia lata firmly to the posterior edge of the greater 
trochanter while the foot is held in firm internal 
rotation. Purr Lewin. 


Willard, D. P.: Subastragalar Arthrodesis in 
Lateral Deformities of Paralytic Feet. Am. 
J. Orth. Surg., 1916, xiv, 323. 


The operation recommended by the author con- 
sists of an arthrodesis of not only the astragalo- 
scaphoid, but also of the astragalocalcaneal articula- 
tions, and in severe cases of varus, perhaps the 
calcaneocuboid joint as well. It is more than ar- 
throdesis; it is the welding together of the adjoining 
surfaces of three bones, the astragalus, scaphoid, and 
os calcis. There is no careful dissection of the car- 
tilaginous joint surfaces. Instead, there is a rough 
digging and gouging of both the articular areas, and 
also the bony surface between them, with no attempt 
at removal of the fragments that are torn loose. 

The astragalus, scaphoid, and os calcis become 
one solid bony mass, movable in the anteroposterior 
directions but immobile for side movements. No 
shortening of the foot occurs. A rigid point of 
attachment is given for the unparalyzed muscles. 
No foreign substance is left in the tissues. 

Two incisions are recommended: one on the inner 
side of the foot, about a fingerbreadth below and in 
front of the internal malleolus, on the level of the 
sustentaculum tali; the other on the outer side im- 
mediately below the external malleolus. 

The foot is fixed in plaster, at right angles to the 
leg. The patient is allowed to walk in the cast at the 
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end of four weeks, and the cast is removed four weeks 
later. Unless the paralysis of the other portions 
of the leg demand it, no braces are applied. 

Pui LEWIN. 


Orr, H. W.: A Critique of Present Methods in The 
Treatment of Infantile Paralysis. Am. J. Orth. 
Surg., 1916, xiv, 336. 

The author is opposed to the application of 
braces except as a final step in the treatment of these 
conditions and when they have been improved to 
the fullest extent by the usual methods; in other 
words, not until the best results have been obtained 
which follow spontaneous recovery combined with 
those measures by which the patient’s resources 
have been carefully safeguarded. This involves 
splinting and exercise under the direction of the best 
orthopedist available, and for a sufficient length of 
time to bring the patient up to the point where he is 
ready for results obtainable by modern methods of 
surgery. 

Orr objects to the use of braces either as splints 
or as aids to locomotion, except for those patients 
whose disability is definitely established as perma- 
nent, or for those whom no other methods of improve- 
ment are possible or feasible. Pari Lewin. 


Rogers, M. H.: Operative Treatment of Infantile 
Paralysis. Am. J. Orth. Surg., 1916, xiv, 381. 


The author bases his study on 130 cases, 79 of 
which were over 12 years of age and 51 under 12 
years. The general policy was conservative. The 
author believes in operative interference in any case 
where a light brace is not sufficient and especially 
where there is developing an increasing deformity 
in spite of the brace. The type of case that needs 
attention is not always the flail-foot with complete 
paralysis, but the case that shows a paralysis of one 
group of muscles and a powerful antagonistic group. 
Rogers does not believe silk ligament fixation can 
permanently oppose a constant pull from a healthy 
muscle. Tendon-transplantation is more satisfac- 
tory. 

In the cases of arthrodesis there were 50 per cent 
failures. 

There has been noted at the Massachusetts General 
Hospital a gradual change of view away from ar- 
throdesis toward astragalectomy. Each case offers 
a problem in itself and must be worked out indi- 
vidually. Puitie Lewin. 


Taylor, R. F.: Operative Treatment of Infantile 
Paralysis. Am. J. Orth. Surg., 1916, xiv, 394. 


It is the author’s belief that tendon sutured to 
tendon is not so efficacious as tendon sutured to 
periosteum or bone, preferably at the insertion of the 
paralyzed tendon it is to replace. A muscle, to be 
transplanted and to functionate most successfully, 
must have its tendon pull in as straight a line as 
possible from its origin to its new insertion. 

No silk extension is comparable in results to plan- 
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ning and effecting an operative procedure so that 
there is ample tendon to reach to the new insertion. 

Adhesions in the transplanted tendon are to be 
avoided by carrying it through subcutaneous adipose 
tissue, through the sheaths of tendons that are to 
be replaced, or through septa in which non-closable 
foramina have been made by plastic flaps and by 
early electrical stimulation to prevent adhesions 
from forming. Several small skin incisions are pref- 
erable to two large ones. Subcuticular silver stitches 
are less likely to lead to adhesions. 

The question of time when weight-bearing is to be 
permitted depends upon the severity of the origi- 
nal deformity, the strength of the transplanted ten- 
don, and the security of the mechanical fixation by 
sutures, the possibility of early muscle training in 
active exercises, electricity, massage, etc. Weight- 
bearing should not be permitted sooner than 30 
days, and then with some support. 

Fine intestinal silk is preferable to catgut, kanga- 
roo tendon, or heavy or paraffin-coated silk, in su- 
turing thetendon accurately to the periosteum in the 
bone groove. Paitip Lewin. 


Ryerson, E. W.: Methods of Stabilizing the Flail- 
Foot in Infantile Paralysis. Am. J. Orth. Surg., 
1916, xiv, 387. 

The author advises more frequent resort to as- 
tragalectomy in the feet which are very weak and in 
addition a fixation of the tendons by the Gallie 
operation slightly modified. 

Whitman’s operation of astragalectomy and back- 
ward displacement of the foot is of great value in the 
treatment of calcaneus deformities. Arthrodesis has 
a distinct field of usefulness in patients over fourteen 
years of age. 

Silk ligament suspensions may have to be removed 
or the foot may relapse and it is extremely difficult 
to control lateral deviations of the foot by this 
means. 

Ryerson was unable to get good results with the 
autogenous bone-peg, or dowel, driven through the 
lower end of the tibia, and through the astragalus 
and os calcis. For six months he used the Gallie 
method of inlaying the tendon in the groove gouged 
in the bone and in addition to this drilled a hole 
through the bone at the upper end of the groove. 
He then dissected up the proximal portion of the ten- 
don, cut off as high as possible, passed it through the 
hole, and brought it down in loop-fashion to be 
sewed side by side to the portion lying in the groove. 

Put LEewIN. 


Anderson, W. L.: New Methods Used in the Study 
of Flat-Foot at Yale. Med. Times, 1916, xliv, 144. 


Methods of diagnosing static foot troubles and 
their correction as carried out at Yale University 
are given by the examiner, the author. 

There has been added to the equipment of the 
medical office the most modern form of apparatus 
for making a diagnosis of faulty foot conditions. 
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This apparatus consists of a wooden table 36 inches 
high with a top surface 20 x 26 x 2 inches, in which 
is sunk a 13x13x.25-inch plate glass section. 
Seven inches below and fastened by hinges to the 
rear legs of the table is a 13 x 22-inch German 
silver reflecting mirror, which can be adjusted at 
varying angles from 30 to 45 degrees to the plate 
glass in the top of the table. Clutches on either 
side of the frame holding the mirror enable it to be 
fixed at any one of these angles, which adds to the 
comfort of the examining physician. On the sides 
and fastened to the diagonally opposite legs are 
electric lights, with 15-watt frosted globes set in 
aluminum-lined reflectors so arranged that their 
rays are thrown directly upon the glass top. At a 
convenient distance in front of the table a long 
mirror, 20 x 54 inches, which is also adjustable, is 
placed so that the patient is able to see the bottom 
of his own feet as he stands upon the glass-topped 
table. In this way the physician as well as the 
patient has an exact picture of the actual degree of 
foot fault while the feet are maintaining the weight 
of the body, and photographs of the foot condition 
can be taken if desired. R. B. Coriecp. 


Jones, R.: The Soldier’s Foot and the Treatment 
of Common Deformities of the Foot. Brit. 
M.J., 1916, i, 782. 


In the treatment of hammer-toe the author ad- 
vises against amputation particularly if the affected 
toe is, as is usually the case, the second toe, for this 
removal is likely to cause the development of hallux 
valgus. Arthroplasty is not advised. The opera- 
tion advised is a wedge-shaped excision removing 
the articular cartilage on both sides of the joint so 
as to definitely ankylose the joint in extension, An 
oval piece of skin, including the usually present 
corn, is excised and the flexor tendon is cut and the 
toe put up in extension on a lidtle splint. This splint 
is worn for some weeks to insure ankylosis in the 
extended position. 

In displacement of the little toe the displacement 
is similar to that. of hallux valgus. Amputation is 
the treatment advised. A good-sized flap is nec- 
essary to overcome subsequent contracture. If 
a callus is present over the head of the metatarsal, 
walking with a shoe is not permitted until the callus 
has softened up and the skin becomes more nearly 
normal. Only very exceptionally should the head 
of the metatarsal be removed also, for this forms one 
of the points in supporting the foot on which a 
soldier’s marching power depends. 

Metatarsalgia is a peculiarly painful disability 
of the foot associated with flattening of the trans- 
verse arch. Immediate relief, Jones says, can 
nearly always be given by removing the pressure of 
the body weight off the heads of the metatarsal bones 
by a bar behind them, placed transversely across 
the sole of the shoe bringing the weight-bearing on 
the neck of the metatarsals. The inner side of 
the heel of the shoe should be raised one-third of an 
inch, and a band of strapping placed around the 
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transverse arch of the foot. In cases of longer 
standing not responding to this treatment, the head 
of the metatarsal, usually the fourth, should be re- 
moved. ‘The same type of shoe should be employed 
as after-treatment. 

Painful conditions about the heel may be due to 
(1) injuries or strains about the insertion of the tendo 
achillis, (2) spurs of bone and adventitious bursz 
under the os calcis, (3) osteitis and periostitis from 
direct injury of the os calcis. 

For Group 1 the method of “‘pin-firing’”’ used by 
the farrier is advised in the more obstinate cases 
where rest and elevation of the heel three-fourths of 
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an inch does not relieve. This condition may be 
due to inflammation of the bursz or strain on the 
insertion, but in both cases the treatment outlined 
isthe same. A band of strapping placed just above 
the malleoli is beneficial. 

In Group 2 Jones advises an incision along the 
inner margin of the heel and the removal of the spur 
and the adventitious burs. 

In Group 3 the osteitis and periostitis may be 
slight and rest usually cures these, but if they are 
associated with a gross fracture of the os calcis or 
astragalus of any severity the soldier will not again 
be fit for service. M. S. HENDERSON. 


SURGERY OF ‘THE SPINAL COLUMN AND CORD 


Graves, J. C., Jr.: Backache from the Viewpoint 
of the Orthopedist. Northwest Med., 1916, 
xv, 166. 

The author presents some definite suggestions as 
to the various causes of backache as they are coming 
to be understood by the orthopedic surgeon. 

Anatomic peculiarities of form, together with 
imperfect adjustment of the parts, are two of the 
most important factors in backache. ‘There are 
also definite pathologic conditions which may be 
present separately or in conjunction with the varia- 
tions of form or adjustments, such as the hypertro- 
phic form of arthrit’s, which is apparently due to 
disturbance of the metabolism, the localization of 
the symptoms being due to some form of trauma. 
Infectious arthritis is another common form of 
disease frequently associated with backache. Ap- 
parently any of the infectious organisms may at 
times lead to joint symptoms. R. B. Corretp. 


Elmer, W. G.: The Handling of Children with 
Tuberculosis of the Spine While They Are 
Under the Influence of an Anzsthetic. Avzn. 
Surg., Phila., 1916, Ixiv, 34. 

The author cites two cases from his own experi- 
ence, which show how important the self-protection 
offered by the muscular system is in cases of tuber- 
culosis of the spine. In children, especially, the 
relaxation of the patient under a general anesthetic 
makes it very easy by slight torsion, by stretching, or 
by increasing the kyphosis to do great permanent 
damage. In one of the author’s cases, he believes 
that tuberculous material was forced into the spinal 
canal. In the second case, in attempting to push the 
child further down on the table the spine was buckled 
like a hinge. 

Since it has been shown that children bear bone- 
grafting into the spine very well, and that the results 
are very satisfactory, great care should be taken 
to prevent such accidents as the above, as very little 
violence is required in this type of cases. The auth- 
or suggests the application of a cast on the day 
preceding the operation. This cast is split on both 
sides in the midaxillary line, and the following day 


the child may be placed upon the table and the 
anterior half removed. After it is thoroughly 
anesthetized, it may be turned to the prone position, 
without danger of injury to the spine, and the poste- 
rior part of the cast removed. At the end of the 
operation, the cast may be reapplied very quickly 
and fastened with strips of adhesive plaster. 
GATEWOOD. 


Hatch, E. S.: The Treatment of Scoliosis. South. 


M.J., 1916, ix, 627. 


The author gives Bradford and Lovett’s classifica- 
tion as to the etiology of scoliosis. Those cases due 
to empyema, split vertebra, or marked structural 
scoliosis without bone pathologic lesions give poor 
prognosis. 

The author believes Abbott’s treatment has now 
become the recognized method in scoliosis and that 
it is one of the greatest advances in mechanical 
surgery ever presented. 

The conclusions reached are as follows: 

1. The Abbott method of treatment gives far 
better results than any other method used, either 
in the past or the present. 

2. The technique is a complicated one and there 
are very few men who put on the jacket as Abbott 
teaches even though they use his frame. 

3. It takes from three to six corrective jackets 
to effect a cure, each jacket being worn about seven 
weeks, or as long as one can further correct the 
position by the application of the felt pads. 

4. While we strive to overcorrect our cases it is 
not always possible to do so, but in practically 
every case the children can be placed in a nearly 
normal position, 

5. After the patients are corrected, exercises 
are used daily for many months. These must at 
first be given by a competent instructor and later 
carried on at home. If the patients do not carry out 
the exercise treatment they will gradually relapse. 

6. In a warm climate it is often wise to put on a 
thin extension jacket for the summer and start the 
correction from that point again in the fall. 

H. W. MEYERDING. 
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CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Hazen, H. H.: Cases Illustrating the Faulty Treat- 
ment of Superficial Malignancy. J. Am. M. 
Ass., 1916, lxvi, 1829. 

During the past three years the author has been 
consulted by 32 private patients for malignant con- 
ditions of either the skin or mucous membrane of 
the mouth. Of this number only 6 consulted him 
for early, untreated stages of cancer. One of these 
had a cancer on the under surface of the tongue, 
while the remainder had cancer of the face. 

The faults in handling the other cases naturally 
group themselves under three headings: (1) neglect 
on the part of the patient; (2) faulty diagnosis on 
the part of the physician; and (3) improper or in- 
sufficient treatment by either physicians or quacks. 
In 9 instances patients had neglected themselves 
without seeking medical advice. In this series there 
were 6 cases that had been wrongly diagnosed by 
the attending physicians, and 12 cases were either 
improperly or insufficiently treated after a correct 
diagnosis wasmade. In several instances more than 
one faulty method of treatment was employed: 
4 cases had been treated by caustics; 5 patients had 
operations performed from which rapid recurrences 
took place. One small basal-cell lesion of the cheek 
had been treated by fulguration, with a recurrence 
in nine months, the recurrence being both deep and 
wide. Four of the patients had been treated by 
small divided doses of roentgen rays. (The new 
method of single dose therapy had been in use such 
a short time that we have not as yet had a chance to 
study recurrences after it, although some will doubt- 
less occur.) 

Special interest attaches to a series of 4 cases 
which were treated by the much vaunted radium, all 
of the patients being made much worse. The con- 
clusions are: 

1. The public is not yet sufficiently educated as 
to the importance of attending to superficial sores 
that will not heal. 

2. While it must be admitted that some cases of 
superficial malignancy are difficult to diagnose, still 
entirely too many of them are mistaken for other 
affections, even by experienced physicians. All 
suspicious growths should be positively diagnosed 
at once. 

. Many cases are not treated radically enough. 

It should always be remembered that insufficient 

treatment of whatever kind is the worst possible 

thing for a patient suffering from a malignant con- 
dition. 

4. Radium, even in large doses, and when admin- 
istered by some of its greatest advocates, is by no 
means infallible in the superficial cases that it is 
believed to cure. Epwarp L, CorNELL. 
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McCouch, G. P., and Ludlum, S. D. W.: Is Myo- 
pathy Related to Disorders of Internal Secre- 
tions? Med. Rec., 1916, 1xxxix, 1042. 

Myotonia congenita and myasthenia are fre- 
quently associated with muscular dystrophy. Amy- 
otonia congenita is said to have occurred in connec- 
tion with muscular dystrophy and may be identical 
with one form of it. There is some evidence sug- 
gesting that thyroparathyroid defficiency may bear 
an etiological relation to myotonia. Myasthenia 
is frequently associated with hyperthyroidism, 
hypo-adrenalism, and probably with hyperactivity 
of the thymus. Hypothyroidism and pathological 
findings suggesting both hypo- and hyperactivity of 
the thymus are sometimes found in amyotonia. My- 
opathy is found in association with many disorders 
of internal secretion, perhaps most frequently with 
hypopituitarism. ‘The case reported by the authors 
combines the adiposity, the deficient development 
of both primary and secondary sexual characteris- 
tics, the small hands wth tapering fingers and the 
enlarged sella turcica of dystrophia adiposo genitalis 
with the distribution of atrophy and pseudohyper- 
trophy, proportional muscular weakness, diminu- 
tion and in some cases total loss of tendon reflexes, 
and the diminished response to electrical stimuli 
without reactions of degeneration characteristic of 
the fascio-scapulohumeral type of progressive mus- 
cular dystrophy. 

Abderhalden tests on a series of four cases of 
myopathy, one case that may be either myopathy or 
spinal muscular atrophy, one case of neuritic 
muscular atrophy (peroneal type), and two cases 
of muscular atrophy from syphilitic root neuritis 
showed hyperactivity of thyroid, thymus, and 
adrenal in the first three conditions. In the peroneal 
case hyperactivity of the testis was also noted. The 
tests on the syphilitic cases were negative. ‘Thyroid 
and thymus hyperfunction are frequently observed 
in hypoptuitarism. 

Whether the glandular disorders bear an etiologi- 
cal relation to myopathy or are secondary to it, or 
whether both are due to a common cause is uncer- 
tain; but the combination is too frequent to be re- 
garded as a mere coincidence. 


SERA, VACCINES, AND FERMENTS 


Fox, H. H.: Vaccine Therapy and Other Treatment 
in Acne Vulgaris and Furunculosis. J. Am. 
M. Ass., 1916, Ixvi, 2064. 

A study of the examination records of the enter- 
ing students at Cornell University showed that 30.2 
per cent of the freshmen class suffered from acne 
vulgaris. Of this proportion, the distribution of 
the lesions in 17.8 per cent was general and in 12.2 
per cent of the cases it was limited to the facial 
region. 
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In order to ascertain just what results could be 
expected from the different forms of therapeusis, 
and more especially to try out the eflicacy of vac- 
cine therapy, an analysis of 100 unselected cases of 
these two forms of pyogenic dermatoses was under- 
taken. 

The cases were all considered chronic, in that 
they were all of six months’ duration, and no case 
was included in which the eruption could possibly 
be ascribed to drugs, to occupation, or to syphilis. 
No attempt was made to study the bacterial etiology 
of either condition, except in so far as was necessary 
for the preparation of the autogenous vaccines, 
since that has been so well worked out by previous 
investigations, and also because ordinarily the 
stock vaccines are prescribed on the basis of a clin- 
ical diagnosis. 

All the patients studied were instructed, be- 
fore beginning treatment, to avoid such foods as 
seemed to disagree with them, not to eat to excess, 
to eat slowly and at regular intervals, to drink 
plenty of water, especially on rising in the morn- 
ing, to see that the organs of elimination were func- 
tioning normally, or if they were not to consult the 
physician in charge before resorting to medical cor- 
rectives. Locally, they were to remove the come- 
dones by gentle massage, after first having relaxed 
the skin by applications of towels wrung out in hot 
water. Following the removal of the blackheads, 
they were to apply to the face towels wrung out of 
cold water in order to tone up the skin and cause a 
diminution in the size of the pores. 

In the tables given the most striking point, and 
one not generally brought out by writers on the sub- 
ject, was the fact that in the 74 cases of acne treated 
not one of the cases developed in a student engaged 
in athletics. The author does not mean to imply 
that acne has never occurred in athletes, but he 
wishes to point out that the table shows the great 
part athletics plays in the prevention of acne. On 
the other hand, however, nine cases of furunculosis, 
out of a total of 26, occurred among students en- 
gaged in athletics. These cases were due to direct 
infection and, without exception, occurred among 
the wrestlers and crew men, the location of the le- 
sion being typical of the cause of the trouble. 

Dietetic errors and digestive disturbances account- 
ed for from one-third to one-half the cases in each 
group. Comedones were not found so frequently 
as many writers would lead one to expect. A ma- 
jority of the cases in each group were sporadic, but 
of those influenced by seasonal variation, the larger 
number of cases occurred in the summer. The cases 
of acne showed longer average duration than the 
cases of furunculosis, the period of duration being 
from three to four years of acne, for furunculosis 
six months to one year. It is interesting to note 
that although of the entire freshman class the larger 
percentage of the cases of acne were of general dis- 
tribution, over twice the number of students who 
applied for treatment did so for the facial type of 
acne. 
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Under the heading local treatment were included 
all applications made directly to the eruptions. In 
some instances this meant ointments or lotions; in 
others, particularly the coarse pustular type, and 
especially in furunculosis, local treatment included 
evacuating the pus by free incisions and applica- 
tions of wet dressings. Combined treatment in- 
cluded those cases in which the patient received the 
vaccines in conjunction with the local treatment. 
Medical treatment included cases in which the pa- 
tient was treated only by medicines taken inter- 
nally, such as calcium sulphide and cod liver oil. 

A study of the patients treated by vaccines shows 
that not one patient with acne seen three months or 
more after cessation of treatment was cured by 
autogenous vaccine; on the other hand, autogenous 
vaccines were credited with causing permanent im- 
provement in 25 per cent and stock vaccine in 18 
per cent of the cases. The coarse type of acne com- 
prised cases in which the diameter of the majority 
of the lesions exceeded a pin head in size; 22.8 per 
cent of these patients were permanently improved, 
2.8 per cent cured. The fine type, or those in which 
the majority of the lesions were pin head or less in 
diameter, exhibited but 5.5 per cent of the patients 
improved, none cured. 

The investigation would seem to demonstrate, 
first, the important part played by personal hygiene 
in the cause, prevention, and treatment of acne vul- 
garis and furunculosis; second, the superiority of 
well-known therapeutic measures over vaccine ther- 
apy in the conditions studied; and, third, the value 
of following up the cases to ascertain the number of 
permanent improvements, since experience has 
shown that the results attained during the time of 
treatment are no criteria of the changes to be seen 
in the eruption at a later date. 

Epwarp L. CorneELL. 


BLOOD 


Marriott, W. M.: A Method for the Determination 
of the Alkali Reserve of the Blood-Plasma. 
Arch. Int. Med., 1916, xvii, 840. 


Marriott points out that bicarbonates, alkali pro- 
tein compounds, and small quantities of alkali phos- 
phates together constitute the alkali reserve of the 
blood-plasma, and that under normal conditions 
these substances are present in very constant quan- 
tities. A diminution in the alkali reserve is known 
as acidosis and may be recognized by a variety of 
clinical symptoms and by characteristic alterations 
in the composition of the blood, urine, and alveolar 
air. 

The alkali reserve maintains the plasma at a con- 
stant slightly alkaline reaction, despite the fact that 
acid products of metabolism are continually being 
poured into the blood. Chief among the acid prod- 
ucts, so far as total quantity is concerned, is carbonic 
acid. This, as carbon dioxide, enters the plasma cir- 
culating through the tissues and is taken up partly 
in combination and partly as dissolved carbonic 
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acid. An almost infinitesimal change in reaction 
in the-direction of acidity occurs. The slight change 
is sufficient to stimulate the respiratory center. The 
resultant pulmonary ventilation removes the excess 
of carbon dioxide and-the plasma reaction returns 
to its original point. An excessive production of 
carbon dioxide in the tissues results in a greater 
change in the reaction of the plasma, with a conse- 
quent increased stimulation of the respiratory cen- 
ter and increased pulmonary ventilation. This 
tends to accomplish the removal of the extra car- 
bonic acid. No depletion of the alkali reserve oc- 
curs. 

The author carried out a series of experiments on 
a large number of normal individuals and the method 
he employed consisted in dialyzing serum or whole 
blood against salt solution in order to remove color- 
ing matters and proteins. The hydrogen ion con- 
centration of the dialysate was determined by means 
of the indicator, phenolsulphonephthalein, phosphate 
solutions of known hydrogen ion concentration be- 
ing used as standards for comparison. At the out- 
set of this work it was realized that the actual hydro- 
gen ion concentration was not determined; the re- 
sults, however, coincided closely with those ob- 
tained by the electrical method. In severe acidosis 
variations in the direction of acidity were encoun- 
tered. The method seemed to indicate variations 
in the hydrogen ion concentration, although the 
variations observed were probably greater than 
those actually occurring. 

Also a series of cases exhibiting clinical or labor- 
atory evidences of acidosis was studied. These cases 
included nephritis and diabetes in adults, and neph- 
ritis, recurrent and idiopathic acetonemia, and se- 
vere diarrhoea in children, and the results are re- 
corded in detail. 

Briefly Marriott summarizes his paper as follows: 

1. Acidosis implies a diminution of the alkali re- 
serve of the blood-plasma, though not necessarily a 
change in its hydrogen ion concentration. 

2. A simple and rapid method for the measure- 
ment of the alkali reserve is described. It is a mod- 
ification of the indicator dialysis method for the 
determination of hydrogen ion concentration, but 
is more accurate and gives more information than 
that method. 

3. The method serves for the detection and ac- 
curate quantitative estimation of the degree of acid- 
Osis. 

The results obtained in twenty-five cases of acid- 
osis are reported. Grorce FE. Brrpy. 


Leopold, J. S., and Bernhard, A.: The Non-Pro- 
tein Nitrogenous Constituents of the Blood and 
the Phenolsulphonephthalein Test in Children. 
Am. J. Dis. Child., 1916, xi, 432. 


The authors report the results of the examination 
of the blood of 50 children free from renal disease 
and of 16 children suffering from renal disease. 

In every instance the amount of the total non- 
protein nitrogen, of the urea nitrogen, of the uric 
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acid, and of the creatinin was determined. In the 
children free from renal disease the average of the 
total non-protein nitrogen was 28 mg. per 100 ccm. 
of blood; the average of the urea was 12 mg. per 
100 ccm.; the uric acid average was 1.3 mg. per 100 
ccm.; the creatinin average was 1.5 mg. per 100 ccm.; 
and the average phenolsulphonephthalein excretion 
was 70 per cent. 

Cases suffering from some renal affection were 
divided into four groups: acute nephritis, chronic 
nephritis, passive congestion, and one case of sar- 
coma. The phenolsulphonephthalein excretion was 
diminished in each condition, while the non-protein 
nitrogen constituents were increased only in chronic 
nephritis, being within normal limits in acute ne- 
phritis and in passive congestion. In the case of sar- 
coma of the kidney the non-protein constituents 
were normal with the exception of the uric acid which 
was increased. 

From a study of their findings, the authors con- 
cluded (1) that in children the blood content of the 
non-protein nitrogenous constituents is normally 
practically identical with that of the adult; (2) that 
the variations under conditions of kidney affections 
correspond with those changes observed in adults 
under similar conditions; and (3) that the determina- 
tion of the non-protein nitrogen in the blood of chil- 
dren will prove as valuable a help in diagnosis and 
prognosis in children as it has in adults. 

J. W. TuRNER. 


Goodman, C., and Bernstein, E. P.: Presenile 
Gangrene-Thrombo-Angiitis Obliterans. JN. Y. 
M.J., 1916, cii, 1073. 

The authors, who believe the etiological factor of 
thrombo-angiitis obliterans to be an infectious agent, 
report 21 cases in which serological studies were 
made with regard to typhus fever. 

They call attention to the fact that thrombo- 
angiitis obliterans is more prevalent in those coun- 
tries where typhus fever is epidemic and they 
suggest the possibility of the specific micro-organism 
of typhus fever being the etiological factor of 
thrombo-angiitis obliterans. 

The agglutination reactions and complement- 
fixation tests upon the 21 cases were made accord- 
ing to the methods described by Olitsky. In 18 
cases the reactions were negative; in 3 cases the 
reactions were marked, one showing almost com- 
plete agglutination in a dilution of 1:200 and two in 
a dilution of 1:400. 

The positive reactions were given great weight 
because 102 controlled cases gave a negative reac- 
tion and because, in many instances, the serological 
reactions of typhus patients may become negative 
within so short a period as five months from the 
termination of the disease. J. W. Turner. 
Birtch, F. W.: Twenty-seven Transfusions at St. 

Luke’s Hospital. Calif. Si. J. Med., 1910, xiv, 240. 


In this series, the method has been direct trans- 
fusion, a radial artery being connected to a super- 
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ficial vein by means of a Brewer or Pope tube. 
The time during which the blood was permitted to 
flow has varied greatly, depending upon the size of 
the tube used, the donor’s blood-pressure, his heart- 
rate, the physical condition of the recipient, and the 
symptoms which developed during the procedure. 

The haemoglobin of the patients has been fre- 
quently recorded during the process of the trans- 
fusion and has been found to increase from ro to 40 
per cent while they were on the table. If no sub- 
sequent bleeding occurs the hemoglobin is generally 
from 5 to 20 per cent higher on the following day. 

In none of this series has any of the surgical acci- 
dents occurred, such as embolus, local infection, 
hemolysis, or over-transfusion with its train of 
symptoms, or cardiac dilatation, oedema of the 
lungs, tender, tense abdomen, enlargement of the 
liver and spleen, and rupture of the abdominal vis- 
cera. In 3 cases, immediately after transfusion the 
patient developed a severe chill and high tempera- 
ture. The temperature, however, subsided in about 
twelve hours. 

Where the time would permit, the examination of 
donors consisted in taking the history, physical 
examination, Wassermann reaction, hemolytic tests 
and blood examination, with particular reference 
to leucocytosis, lymphocytosis, eosinophilia, para- 
sites, etc. It was not possible to make all of these 
examinations in nine of the emergency cases. Under 
these conditions relatives of the patients were al- 
ways used as donors and no harmful results were 
observed from the transfusions. In one case the 
blood transfused was from the patient’s son, and had 
previously been tested in the ordinary way; yet this 
patient developed the most marked reaction in the 
form of a chill and fever of any of the series. 

The cases transfused to minimize surgical risk 
were quite satisfactory. The cases transfused for 
diseases of the blood, although showing slight bene- 
fit, were on the whole unsatisfactory. Cases trans- 
fused for shock demonstrated the value of this pro- 
cedure. 

The author believes that there is no excuse for a 
surgeon permitting his patient to die from shock 
or hemorrhage without giving him the advantages 
of transfusion. ‘Transfusion should be looked upon 
not only as a method for reviving moribund cases 
with hemorrhage and shock, but also as the best 
prophylactic in preventing these conditions in in- 
dividuals who are anemic, depleted, and weakened 
by disease. Many after transfusion are enabled 
to withstand major surgery. ALBERT EHRENFRIED. 


BLOOD AND LYMPH VESSELS 


Villavicencio: Treatment of Accessible Arterial 
Aneurisms (Nota sobre el tratamiento de los 
aneurismas arteriales accesibles). Gac. méd. de 
Caracas, 1916, xxiii, 64. 

The author discusses the comparative merits of 


ligature and radical extirpation. He refers to six 
cases which he operated upon. Two cases of aneur- 
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ism of the carotid treated by ligature and 4 cases of 
aneurisms in the limbs treated by extirpation; i.e., 
one of the superficial femoral, one of the popliteal, 
one inguinal, and one axillar. 

The two carotid aneurisms recovered perfectly 
without complication. In the femoral aneurisms, 
gangrene developed and the patient died. The 
other three limb aneurisms recovered perfectly, but 
complete and radical extirpation of the aneurism 
alone was extremely difficult on account of adhe- 
sions, etc. 

The author believes that the radical cure of access- 
ible arterial aneurisms ought always to be the meth- 
od of choice, unless there are special contra-indi- 
cations. W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 
Sibley, W. K.: The Treatment of Scars. 


tioner, Lond., 1916, xcvi, 637. 


Practi- 


The most frequent causes of scars are injuries, 
surgical operations, burns, tuberculous and other 
ulcerating skin diseases, acne, and variola. Scar 
tissue, because of its avascularity, is not affected 
by drugs taken internally, but may be locally in- 
fluenced by physical and electrical agents. 

1. Hyperemia with Bier’s suction cups will 
improve depressed, irregular, and adherent scars 
and tend to convert avascular into vascular tissue. 
Scarring from both acne and smallpox is benefited 
by this treatment. Other methods of increasing 
hyperemia are the use of radiant heat, moist or 
dry hot air and hot or cold compresses, all of which 
are serviceable for the relief of pain and for the pro- 
duction of hyperemia. 

2. Massage is most useful in freeing adherent 
scars from deeper structures. 

3. Desquamating agents, such as salicylic acid 
or resorcin from 5 to 30 per cent strength, may 
be used to smooth down raised scars. 

4. Electrical treatments, of which there are sever- 
al forms, often give satisfactory results. By means 
of ionization soluble drugs are driven into the scar 
tissue. Sodium chloride, sodium salicylate, and 
iodine are the drugs used. Small repeated doses of 
X-rays may be cautiously used on hypertrophic 
scars, especially if they are keloid in nature. Ra- 
dium also causes scars to become smooth and mov- 
able and relieves pain. High-frequency currents 
may be given locally or generally. Galvanism 
restores the tone of adjacent muscles and thus in- 
creases movement of the parts. 

5. Of drugs used locally there are two: (1) fibro- 
lysin, which consists of a 15 per cent solution of 
combined thiosinamine and sodium salicylate, 
40 minims of which may be injected every two or 
three days into the gluteal region or around the 
affected tissue, and (2) cicatricine (thiosinamine 
and antipyrine) which is stated to be non-toxic 
and non-irritating, the dose for injection being from 
8 to 17 minims. E. K. ARMSTRONG. 
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ATOMY 


Dubois, E. F.: Metabolism in Exophthalmic 
Goiter. Arch. Int. Med., 1916, xvii, 915. 


EXPERIMENTAL Pore AND SURGICAL 


In contrast with the symptoms on the part of the 
nervous system, the heart and eye symptoms, which 
vary greatly in this disease, an increased basal me- 
tabolism was found by Dubois with great regularity 
in exophthalmic goiter, which in severe cases, 
he states, reaches a level found in no other condi- 
tion. On the other hand, in cretinism and myxce- 
dema he found the metabolism lower than in any 
other diseases. The administration of thyroid 
extract, particularly in myxcedema, raises the heat 
production. All other diseases in which metabol- 
ism is increased are easily distinguishable from 
exophthalmic goiter, and they never approach the 
extremes found inthis condition. The basal metab- 
olism is higher than normal in youth, in fever, in 
lymphatic leukaemia, and in pernicious anemia, in 
severe cardiac disease, and in some cases of severe 
diabetes and cancer. It is lower than normal in old 
age, and in some wasting diseases, and perhaps in 
some cases of obesity. Diseases of the ductless 
glands other than thyroid show in some cases an in- 
crease, in some a decrease, but these are compara- 
tively small. 

From the author’s experiments and observations 
in a large series of cases he was able to make the fol- 
lowing summary of his work: 

The metabolism in exophthalmic goiter has been 
studied for the first time in a respiratory apparatus 
which is also a calorimeter. Thirty-seven observa- 
tions were made on eleven patients with this dis- 
ease, and six experiments were made on a cretin. 
With some of the patients the nitrogen balance was 
also studied. 

The measurement of the heat production gives the 
best index of the severity of the diseases, and of the 
effect of treatment. Very severe cases show an 
increase of 75 per cent or more above the normal 
average, severe cases 50 per cent or more, and mod- 
erately severe and mild cases less than 50 per cent, 
while a few mild and several atypical cases or those 
in which operation has been performed may be with- 
in normal limits. In severe cases the warmth of the 
skin and sweating can be accounted for entirely by 
the necessity for the increased elimination of heat. 
At least a part of the tachycardia is due to the in- 
creased metabolism, and perhaps it might be possi- 
ble to reproduce the extreme tachycardia, the car- 
diac enlargement, emaciation, and mental irrita- 
bility if it were possible to stimulate the metabolism 
of normal men for twenty-four hours a day over a 
period of months or years. 

The specific dynamic action of protein and of glu- 
cose is within normal limits, and there is no consist- 
ent difference between the effects of protein in meat 
and an equal amount in milk and eggs. One pa- 
tient was able to derive 89 per cent of his calories 
from carbohydrate in an experiment when he was 
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showing an alimentary glycosuria. There is evi- 
dently no interference with the oxydation of carbo- 
hydrates. 

The methods of direct and indirect calorimetry 
agree very closely when the technical difficulties are 
considered. The method of direct calorimetry gave 
results which were slightly lower than the indirect, 
the total difference being 2.9 per cent, the average 
difference in the individual being 4.1 per cent. This 
and the absence of abnormal respiratory quotients 
show that the law of the conservation of energy 
holds good in exophthalmic goiter, and that there is 
no profound disturbance of the intermediary metab- 
olism. 

The average water elimination through the skin 
and lungs in the severe and moderately severe cases 
of hyperthyroidism is 39.9 grams per hour. The 
increase above the normal is closely proportional 
to the increase in heat production; 25.7 per cent 
of the calories are dissipated through vaporization 
in goiter patients, whereas the mean normal is al- 
most the same, 23.9 per cent. 

The level of the heat production was used as an 
index of the effect of medical treatment. Rest in 
bed for a week or more caused a drop of more than 
1o percent. The effects of treatment with Beebe’s 
serum, thyroid “residue,” ergotin, and quinine 
hydrobromate was less marked, each being tested on 
one patient. Ligation of the thyroid arteries with 
three out of the four patients studied caused a dis- 
tinct rise in metabolism, the duration of which was 
uncertain. There is as yet no proof, the author 
states, that any conservative form of treatment 
causes a greater reduction of metabolism than men- 
tal and physical rest. 

One small cretin 36 yéars old produced about half 
the calories eliminated by children of his size. As 
estimated by the surface area, his metabolism was 
about 20 per cent below the normal adult level. 
Three and a half days’ treatment with thyroid ex- 
tract raised his heat production to normal. 

GrorceE E. BEILBy. 


Dewey, K.: Experimental Hypercholesterolzmia. 
Arch. Int. Med., 1916, xvii, 757. 


The author has made use of a watery colloid 
emulsion of cholesterol for intraperitoneal injec- 
tions in rabbits and guinea pigs. Instead of Merck’s 
pure cholesterol he used a preparation obtained 
from gall-stones by extraction with ether in the Soch- 
let apparatus. For the separation of all saponifi- 
able substances from this ether extract, a method 
was employed which is based largely on Kumagawa 
and Sutro. Five grams of the dried ether extract 
were dissolved in 350 to 400 ccm. of petroleum ether; 
to this 70 ccm. of a 1 per cent absolute alcoholic so- 
lution of potassium hydroxide and 30 ccm. of dis- 
tilled water were added. The mixture was shaken 
and the ether solution of cholesterol separated from 
the alcoholic solution of soaps in the separating 
funnel. The petroleum ether was evaporated and 
the dry cholesterol treated in the same manner a 
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second, and if necessary, a third time. Finally it 
was recrystallized with alcohol. The melting point 
of this preparation was between 146 and 147° C. 
(294.8 and 296.6° F.). 

The experiment consisted of intraperitoneal or 
intravenous injections of emulsions of cholesterol 
into twelve rabbits. Control animals received in- 
jections of distilled water from which the added ace- 
tone was evaporated. The author found it possi- 
ble, for example, to make thirty injections in daily 
succession into the veins of the ears of one rabbit. 
After intraperitoneal injections, cholesterol depos- 
its in small nodules were generally found on the mes- 
entery, liver, spleen, and the under surface of the 
diaphragm. 

From the results in rabbits of the experimentally 
produced hypercholesterolemia the author draws the 
following conclusions: 

1. Very small quantities of cholesterol adminis- 
tered by intravenous injections, and relatively small 
amounts injected intraperitoneally are sufficient 
to produce pathologic conditions in some organs of 
the rabbit. 

2. In intermittent hypercholesterolamia, such as 
is produced by periodical intravenous injections of 
small doses, the extent of the cholesterol infiltra- 
tion and other pathological conditions are entirely 
out of proportion to the amount of cholesterol in- 
jected. 

3. Unfiltered emulsions, that is, those in which 
the colloid particles are heterogeneous in size, and 
emulsions of high concentration have a violent de- 
structive effect on the structures of the liver. 

4. Cholesterol deposits in cells other than those 
normally and physiologically rich in this liquid sub- 
stance are not a simple infiltration, but constitute an 
injury to the function of the cells and signify degen- 
erative processes. 

5. Pregnancy seems to furnish conditions which 
favor the infiltration of certain organs with choles- 
terol, from whatever source it may be derived. 
Rabbit II, which received only 2 gm. of cholesterol 
in 108 days by the intermittent method, and which 
was pregnant twice during this time, had, of all the 
animals, the most marked cholesterol infiltration 
and other pathological conditions in the liver and 
kidney. 

In a summary of the results of his investigation 
the author states that in experimental hypercholes- 
terolemia the effects vary, not only according to 
the kind, size, and number of the doses, but also 
greatly according to the general condition of the 
rabbit, individual as well as physological and path- 
ological. The amount of cholesterol seems less es- 
sential than the degree of constitutional integrity 
and functional activity of the cell which prevails 
prior to the injection, or which results fromthe first 
establishment of an experimental hypercholesterol- 
zemia. 

The ready infiltration in the liver of the rabbit, in 
contrast to that of carnivora, is an expression of in- 
sufficiency on the part of an organ which has nor- 


mally a light task to perform in the cholesterol 
metabolism. 

As a result of hypercholesterolemia gall-stones 
may be formed in sterile bile without infection or 
injury of the gall-bladder. Their formation is pre- 
ceded by desquamation of the epithelial cells, due 
to the irritating action of an excess of cholesterol. 

Cholesterol injected into the circulation of rab- 
bits is not accumulated in the blood to any great 
extent, but is rapidly deposited in various organs, 
while the elimination of it through the bile and 
urine is also greatly increased. 

The focal infiltration of the kidney with choles- 
terol which occurs in hypercholesterolemia is ac- 
companied by degenerative processes of the paren- 
chymatous structures. The urine, as a rule, con- 
tains appreciable amounts of cholesterol. 

GeorceE E. BEILBy. 


Celler, H. L., and Thalhimer, W.: Bacteriological 
and Experimental Studies on Gastric Ulcer. 
J. Exp. Med., 1916, xxiii, 791. 

Many investigators have attempted to produce 
chronic ulcers experimentally. These experiments 
have been performed on various species of animals, 
and a great variety of methods has been used in 
causing the original injury to, or defect in, the gastric 
mucosa. All these attempts have failed, and the 
continuity of the gastric mucosa was always re- 
stored by prompt healing unless the procedure 
caused a complete stoppage of the blood supply toa 
part of the stomach. This was followed in some in- 
stances by infraction and by perforation and its 
sequel. 

Recently Rosenow has published some interesting 
investigations on the production of acute and chronic 
gastric ulcers in rabbits and dogs. His full report 
has not yet appeared. He isolated anhzemolytic 
streptococci, so called streptococcus viridans or 
mitis, from 96 per cent of a series of gastric ulcers 
removed from human subjects at operation. Re- 
cently isolated cultures were injected intravenously 
into animals, and in 60 per cent gastric ulcers were 
found. In a few animals which were allowed to 
live for a considerable time after their inoculation, 
in some instances several months, chronic ulcers 
were found at autopsy. From these results Rose- 
now has reached certain conclusions which may be 
briefly summarized as follows: 

1. Anhemolytic streptococci can be recovered 
by a special technique from practically all gastric 
ulcers removed at operation. 

2. The streptococci from this source possess a 
specific affinity for the stomach which enables them 
to localize in this organ, when recently isolated cul- 
tures are injected intravenously into animals. 

3. About 60 per cent of the animals inoculated in 
this manner develop gastric ulcers. Other lesions 
also occur following these inoculations, but with less 
frequency. 

4. Streptococci can be recovered from these 
experimental ulcers and can be demonstrated his- 
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tologically. They reach this location by the blood 
stream and are deposited in the capillaries of the 
gastric mucosa. 

5. These streptococci are identical with those 
inoculated. 

6. Anhemolytic streptococci are, therefore, the 
cause of gastric ulcers in man, and these organisms 
reach the stomach by a hematogenous route. 

The following experiments were undertaken fol- 
lowing Rosenow’s presentation of his investigations. 
The technique which the authors employed in isola- 
ting and injecting the streptococci is identical with 
Rosenow’s. The material studied consisted of 
eight chronic gastric ulcers which were removed at 
operation from human subjects and examined bac- 
teriologically and histologically. They also studied 
one ulcer occurring at the ostium of a gastrojejunos- 
tomy. The results obtained from these examina- 
tions and the animal experiments performed with the 
organisms recovered from these ulcers form the 
basis of the authors’ report. They state that 
although the number of specimens studied has not 
been large, the consistency of the results obtained 
by all three methods of investigation justifies the 
present communication. 

As a result of their studies they are unable to de- 
termine definitely whether or not the gastric lesions 
produced by the injection of streptococci are to be 
considered ulcers. The superficiality of the rabbit 
lesions following the injection by the intravenous 
route as well as the entire absence of inflammatory 
reaction in the deeper gastric tissues leads the au- 
thors to believe that these defects are certainly not 
analogous to the chronic gastric ulcer seen in the 
human stomach. The promptness of healing of 
the embolic lesions in the cats tends to strengthen 
this conclusion. 

The constant presence of an anhemolytic strepto- 
coccus in human gastric ulcers might be adduced as 
an argument in favor of the part played by this 
organism as the cause of the chronicity of the lesion. 
If streptococci could be demonstrated in consider- 
able numbers in the depth of human gastric ulcer 
this conception would gain a firmer basis. Rose- 
now has found streptococci in all the coats of the 
stomach, some of the organisms even lying just 
beneath the serosa. No mention is made of the 
number of organisms in this position. In the au- 
thors’ series of ulcers, however, despite the ex- 
amination of many sections, the streptococci were 
found only on or beneath the surface of the de- 
fect. 

Briefly, they conclude that it must be assumed 
that some cause is operative in certain cases pre- 
venting the healing of defects in the gastric mucosa 
and is inoperative in others. Even though anhem- 
olytic streptococci are present in practically all 
gastric ulcers, the authors cannot convince them- 
selves that these organisms have been proven as 
yet to be the factor which either initiates the ulcera- 
tion or prevents healing. Nevertheless, the con- 
stant presence of streptococci in this type of lesion 
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is a suggestive fact and further experiments to de- 
termine their significance are being undertaken. 
GeEorcE E, BEILBy. 


Bolognese, G.: Experimental Renal Sporotrichosis 
(Sporotricosi renale sperimentale). Policlin, Roma, 
1916, xxiii, sez. chir., 129. 

Clinical research has proved that the sporotrichia 
like other mycoses may locate in the various animal 
and human viscere. The author has selected the 
kidney for the purpose of instituting systematic 
research into the histopathologic nodality of the 
infective process. The method selected was direct 
inoculation of the sporotrichium (Beurmann varie- 
ty) in the renal parenchyma of rabbits. Ten ani- 
mals were inoculated, in all of which the author got 
results; two were controls. 

All the animals survived the experiments and 
with no notable signs of detriment. ‘They were gen- 
erally killed between the eighteenth and fortieth 
day and the kidney removed for examination. Re- 
viewing these results the author finds that direct 
inoculation of sporotrichium in the renal tissue of 
rabbits is compatible with life. Retrogressive 
lesions are produced at first, sanguinary extrava- 
sation, hyperemia, and degeneration of the paren- 
chymal elements of the kidney. Later there is 
observed interstitial granular necrosis, calcareous re- 
nal infarcts, hyaline degeneration, etc., the lesions 
becoming progressive and nodular in character. The 
author considers that these anatomopathologic alter- 
ations observed are evidently those of an infective 
tumor corresponding in character to a granuloma. 

In the interior of the nodules new blood-vessels 
are not observed. ‘They are observed in the older 
connective tissue surrounding the nodules. In one 
case only was a localization of the granuloma ob- 
served outside the kidney; i.e., a ureteric nodule 
and a similar one in the muscular walls. The neo- 
form connective tissue is frequently very rich in 
giant-cells and is especially capable of rapid and 
progressive proliferation. The author checked his 
results by a series of control experiments. 

W. A. BRENNAN. 


Baitsell, G. A.: The Origin and Structure of Fibrous 
Tissue Formed in Wound Healing. J. Exp. 
Med., 1916, xxiii, 739. 

The author gives the results obtained from an ex- 
tensive series of experiments undertaken for the 
purpose of studying the action and fate of the fibrin- 
clot formed during wound healing. It is shown 
that in the healing of skin wounds in the frog a 
definite transformation of the fibrin-clot takes place 
similar to that which was found to occur in the tissue 
cultures. This transformation also results in the 
formation of a new fibrous tissue, without intracel- 
lular action, which is apparently identical with 
regular permanent connective tissue. 

It seemed best to Baitsell to carry on the experi- 
ments in wound healing with the frog inasmuch as 
the tissues used in the previous work with living 
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tissue cultures had been obtained from this animal. 
During the present experiments 31 animals were 
used and a total of 50 operations were performed. 
The process of wound healing was studied at various 
stages both in the living animals and in the preserved 
material. 

The experiments reported in the present paper 
demonstrate that in wounds made in the skin of 
adult frogs there occurs, as has previously been 
shown to be the case in living cultures of adult frog 
tissues, a direct transformation of the fibrin-clot into 
a new fibrous tissue without any intracellular action. 
This newly formed fibrous tissue which fills the 
wound space is apparently identical in appearance, 
structure, function, and staining reactions with 
regularly formed permanent connective _ tissue. 
It differs from adult connective tissue in the skin of 
the frog in its reaction with pancreatin digestion. 
However, this test, as well as all others that have so 
far been tried, fails to differentiate between the 
new fibrous tissue and young connective tissue found 
in tadpoles of various stages. 

In experimental wounds, made by removing 
various sized pieces of skin from the frog, there is a 
rapid coagulation of the blood-plasma and lymph to 
form a coagulation tissue which fills the wound 
cavity. 

Observations on living animals show that the co- 
agulation tissue becomes more and more resistant 
and is generally of sufficient strength to hold the cut 
edges of the wound in place and to retain its position 
in the wound cavity. It serves, at least tempor- 
ilary, as a connective tissue and as a base for the 
epithelial cells which rapidly move in from all the cut 
edges and cover the wound. 

The study of the prepared sections of wound tissue 
show that at first in the coagulation tissue, formed 
as a result of the clotting of blood and lymph, a 
typical fibrin net is present in the wound. Later 
this fibrin net is transformed into a new fibrous 
tissue containing bundles of wavy fibers in which 
in many instances, the individual fibrils can be noted. 
This transformation of the clot and the formation 
of the new fibrous tissue takes place before the tis- 
sue-cells wander into the coagulation tissue and 
therefore cannot be due to an intracellular action. 
It is a direct transformation of the fibrin-clot and is 
identical with the process which was previously 
found to take place in the fibrin-clots in living 
cultures of adult frog tissues. 

The tissue-cells, which later move into the new 
fibrous tissue in large numbers from the surrounding 
areas, do not digest the fibers but, apparently by 
their movements, cause a division of the large 
bundles into smaller ones. These cells when they 
first appear in the fibrous tissue are rounded, but 
later they assume the typical elongated spindle 
shape of fibroblast cells. The preparations do not 
show any connection between these spindle-shaped 
cells and the fibers which had already-formed, nor 
is there any evidence of a later attempt by them to 
form new fibers intracellularly. 
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The staining reactions of the new fibrous tissue 
appear to be identical with the staining reactions 
of the connective tissue in frog skin. However, 
the new tissue can be digested in pancreatin and 
in this reaction it differs from the connective tissue 
in the skin of the adult frog. On the other hand, 
extensive experiments with pancreatin on embryonic 
but fully formed connective tissue obtained from 
the tail and skin of tadpoles of various ages, show 
that pancreatin will digest it just as it does the newly 
formed fibrous tissue. GeorcE E. BEILBy. 


Some Reactions of Blood-Vessels to 
J. Pharmacol. & Exp. 


Adler, I.: 
Certain Chemicals. 
Therap., 1916, viii, 297. 

Adler points out that the various tissues and or- 
gans of the body receive from the circulating blood 
such material as they require for their nutrition and 
function; they, on the other hand, must necessarily 
discharge some of the products of their metabolism 
into the interstitial tissue and its lymph-spaces. 
The blood-vessels are therefore likely to be steeped 
in media more or less unstable in their chemical com- 
position and varying widely in different regions of 
the body; and it is to be assumed a priori that the 
vascular system reacts in certain definite ways to 
the physical and chemical changes that are more or 
less continuously taking place round about it. The 
study of the effects of chemical reagents, of the prod- 
ucts of glandular secretion, of the action of drugs, 
upon the heart and the blood-vessels, especially upon 
the arteries, has been mainly carried out by methods 
of perfusion. The direct observation of the living 
vessels under varying mechanical, thermal, elec- 
trical, and chemical conditions has received com- 
paratively little attention. 

The author’s experiments were done mainly on 
the frog, using principally the mesentery, and the 
reagents employed were dissolved in 0.75 per cent 
saline solution and applied by means of a small 
glass tube having a rubber bulb at one end and the 
other drawn out into a moderately fine capillary. 
He presents in detail the reaction observed by the 
use of alkalies, and of acid solutions. 

Summing up his results the author seems to be 
fully conscious that there still remain sufficient prob- 
lems that have not been solved and discrepancies 
that have not been reconciled. The curiously un- 
even and apparently irregular contraction of the 
vascular walls, which they call ‘‘beading,’’ demands 
further investigation and explanation, he believes. 
The fact that cleansing the mesentery with filter or 
litmus paper in one instance causes no disturbance 
whatsoever, and that again violent constrictions may 
follow the same manipulation, though suggesting 
several plausible hypotheses, has not attained a pre- 
cise explanation in his opinion. Similarly it has 
often been observed that acid solutions (alkaline not 
so frequently) had apparently no effect until the 
mesentery was washed with normal saline, when the 
constrictions promptly appeared. Here again, he 
states, several explanations suggest themselves, but 
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all these problems await further investigations. 
Nevertheless it is believed that certain conclusions 
may safely be drawn from his observations. They 
furnish a further corroboration of what may now be 
accepted as a fact, that ‘there is in the words of 
Bayliss, a complete chemical regulation of the cardio- 
vascular system which may act independently from 
the central nervous system.” It has been shown in 
this paper that it is not only the blood circulating 
in the blood-vessels that takes part in the regulat- 
tion of their functions, but that the chemical condi- 
tions of the tissues and fluids surrounding the blood- 
vessels also exercise an important influence. It 
appears furthermore that it is not only the products 
of the internal secretions which are concerned in this, 
but that common acids and alkalies, the specific 
metabolites of the tissues and cells besides a number 
of neutral salts, under ordinary circumstances for- 
eign to the organism, may exercise a controlling in- 
fluence. Strong acids act like alkali in compelling 
vessels to contract. It is true that such extreme 
chemical changes as have been presented in this 
paper are not ordinarily likely to occur. Rown- 
tree and his associates estimate the hydrogen-ion 
concentration of normal human blood-plasma as 
varying from pH=7.4-7.6; of the blood serum from 
pH=7.6-7.8. Inclinical acidosis pH = 7-3-7-1, and in 
dogs just before death from experimental acidosis 
pH=6.9. Henderson has shown that the blood is able 
to dispose of considerable quantities of alkali or 
acid without much change in its reaction. There 
must necessarily however be a limit to this, and one 
may conclude from the observations recorded by the 
author that besides the chemical and physical re- 
actions of the blood itself, there are other chemical 
and physical factors which, when once a certain 
limit has been overstepped, may lead to grave dis- 
turbances of circulation, and one can easily conceive 
of certain pathological processes such as inflamma- 
tions, thromboses, necroses, and other local, pos- 
sibly even systemic, affections originating in this 
manner. GeorcE E. Berry. 


Auer, J., and Gates, F. L.: The Absorption of 
Adrenalin After Intratracheal Injection. J. 
Exp. Med., 1916, xxiii, 757. 

In order to subject a living organism to the sys- 
tematic action of any soluble substance, it is obvious 
that the substance must first reach the circulating 
fluids of this organism; from the lymph and blood 
streams the drug may then pass into the tissues and 
exert its effect. The main routes available for 
bringing any substance into contact with the tissues 
are as follows: (1) by introduction into the gastro- 
intestinal canal; (2) by subcutaneous, intramuscular, 
untravenous, or intraspinal injection; (3) by inunc- 
tion through the skin, and (4) through the respira- 
tory tract. 

Auer and Gates’ purpose in this paper has been to 
test the possibilities of the respiratory route, and 
they have submitted evidence of ,an experimental 
nature which shows that a simple intratracheal in- 
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jection of a solution in a normally breathing rabbit 
penetrates within a few seconds to the alveoli, chiefly 
those of the left lower lobe; that absorption is rapid 
and well maintained; and that the procedure may be 
repeated effectively a number of times even with a 
substance like adrenalin which decreases absorp- 
tion. It was also shown that absorption of adren- 
alin from the lung could be obtained at a time when 
double the dose given intramuscularly exerted no 
blood-pressure effect whatever, and that absorp- 
tion could still take place after the development of 
pulmonary oedema, when there was an undoubted 
dilution of the injection solution with a serum-con- 
taining liquid and when a diminution of the absorp- 
tive field had occurred. 

The solution injected, after reaching the alveoli, 
is probably largely taken up by the capillaries of the 
pulmonary veins. This is indicated by the great 
rapidity with which an intratracheal injection of 
adrenalin may cause a rise of blood-pressure. In 
numerous instances, for example, the pressure began 
to rise less than five seconds after the completion of 
an injection, equaling, and even surpassing in rapid- 
ity of effect intramuscular injection. Absorption 
by the lymphatics probably plays a secondary part, 
an assumption rendered all the more likely when it is 
considered that lymph-nodes are interpolated in the 
lymphatic pulmonary path, where the bed of the 
lymph stream becomes greatly widened and the 
current slowed. 

Injection into the lungs, however, offers another 
advantage due to the vascular arrangement of the 
absorbing field which could be of value therapeutic- 
ally. Absorption of liquids injected into the lung 
probably takes place largely through the capillaries 
of the pulmonary veins; to a slight extent possibly 
through the capillaries of the bronchial veins which 
empty partly into the pulmonary veins, partly into the 
azygos veins, and probably some absorption occurs 
also through the lymphatics. By far the larger por- 
tion of the absorbed material will thus be rapidly 
delivered to the left auricle and then to the left ven- 
tricle. At each succeeding systole, as long as ab- 
sorption continues, a fraction of the drug will be 
driven into the coronary arteries and be able to 
affect the musculature of the cardiac pump. This 
fact, the authors state, ought to render the proce- 
dure of intratracheal injection a valuable method 


_ when it becomes imperative to stimulate a suddenly 


failing heart as promptly as possible by drugs of the 
digitalis group. 

Intratracheal injection is perhaps better under the 
conditions mentioned than the intravenous route, for 
the surface veins cannot always be entered with 
promptness and certainty, even under fairly normal 
conditions, and in cases of cardiac weakness the dif- 
ficulties will be measurable increased, while an intra- 
tracheal injection can be carried out with ease. 
Moreover, the authors state, it is legitimate to ex- 
pect that some absorption will take place from 
the lung alveoli as long as the heart-lung circulation 
persists, no matter how feebly, and that thus some 
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of the drug will reach the heart to act on this struc- 
ture itself more promptly perhaps than when the 
drug is administered successfully through surface 
veins. As far as the intramuscular route is con- 
cerned, they have shown that the intratracheal in- 
jection of adrenalin gives prompt though diminished 
absorption at a time when double the dose intra- 
muscularly exerts no blood-pressure effect whatever. 

The technical difficulties of giving an intratracheal 
injection in animals are slight. Tracheotomy, as 
practiced by the authors in the present series of ex- 
periments, is not necessary, for the injection may be 
given into the intact trachea without exposure of the 
trachea. ‘The hypodermic needle is inserted through 
the skin about 1 cm. below the larynx in a slanting 
caudad direction, the entrance of the needle into the 
trachea being readily felt. The injection should not 
be so rapid that the injected solution fills the entire 
tracheal lumen, but it should flow down the sides of 
the trachea. If the lumen is entirely filled, an 
expiration may drive some of the injected fluid into 
the larynx causing cough. In the authors’ experi- 
ments each injection of about 0.5 ccm. consumed 
approximately five seconds. 

In the human subject no data are available, the 
authors state, as far as their knowledge goes, but 
a priori it would seem that an intratracheal injec- 
tion is almost as simple as in the lower animals. 
The free hypodermic needle could be inserted into 
the tracheal lumen immediately below the cricoid 
cartilage. The needle itself should preferably be 
connected with the syringe by a short length of rub- 
ber tubing to minimize the danger of breaking the 
needle by a sudden move of the patient. The 
amount of the solution should not be too small, so 
that at least a fraction of it may reach the alveoli 
as promptly as possible; 3 to 5 ccm. probably would 
suffice. 

In conclusion it may be said that the incorpora- 
tion of drugs by intratracheal injection, while not 
as generally applicable as other methods, neverthe- 
less has advantages which warrant its use also in 
human therapeutics. GrorcE E. BEILBy. 


Pighini, G.: The Alterations the Endocrine of 
Glands, Especially the Thymus, and of the 
Blood Following Vagotomy (Le alterazione delle 
ghiandole endocrine, specie del timo, e del sangue 
in seguito alla vagotomia). Riv. sper. di freniat. 
e med. leg., 1916, xli, 5409. 


In his researches on the effects of thymectomy on 
fowls Pighini noticed that in some animals in which 
the two pneumogastric nerves were accidentally 
sectioned grave dyspnoea and cachexia were pro- 
duced, followed after a few days by death. The 
most characteristic findings at the autopsy were sim- 
ilar to those found in animals which died in cachexia 
after thymectomy, i. e., dyspnoea, cachexia, venous 
stasis in many organs, splenic anemia, great increase 
in the volume of suprarenal capsules, especially the 
chromaffin parts. 

This coincidence led him to undertake further 
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studies, particularly to find if similar effects might 
follow a lesion of the vagus, whether or not accompa- 
nied by a thymectomy. He therefore carried out a 
series of experiments on fowls and guinea pigs, sec- 
tioning the vagus in the vicinity of the neck and 
studying the clinical syndrome as well as making 
detailed macro- and microscopical autopsy studies. 
These studies with the technique are described in 
detail, and from them the author deduces the follow- 
ing conclusions: 

1. Fowls do not survive vagotomy more than 
four to five days; guinea pigs about the same time. 

2. Among the effects of vagotomy a clear dis- 
tinction must be made between those which depend 
on the altered rhythm of the respiration and circu- 
lation with relative venous stasis of many viscera 
and a final asphytic state, and those which are di- 
rectly imputable to the cessation of the action of the 
vagus innervation on certain glandular or systemic 
organs. The first effects result owing to the aboli- 
tion of the vagus function on the respiration cen- 
ters and vessels, and the second from the suppressed 
innervation of the vagus upon organs which had a 
direct functional correlation with the vagus. 

3. Among the organs which react directly to 
vagotomy are the hypophysis, the thyroid, the chro- 
maffin gland of the capsule which are seen, especially 
the last named, to be in a state of hyperfunction; the 
thymus and spleen which show atrophic processes, 
especially the thymus which in fowls causes a marked 
lipoidean degeneration; the interrenal cortical of the 
capsule, the interstitial of the ovary and testicle; 
the medullary of the long bones which shows alter- 
ation in lipoid content; the circulating blood shows 
an abnormal distribution of white corpuscles, a 
prevalence of neutrophiles, and a notable diminu- 


‘ tion of eosinophiles. 


4. The thymus, the spleen, the cortical of the 
capsule, the interstitial of the testicle and ovary, and 
the osseous medullary have an exchange and an 
internal secretion which is in part regulated by the 
autonomous action of the vagus. 

5. The vagus being suppressed, the functions of 
these organs are consequently diminished, and the 
sympatheticus tonus is increased which is manifested 
by the hyperfunctioning of the chromaffin gland of 
the capsule (and in a lesser degree of the thymus and 
hypophysis) and in the increase of adrenalin sub- 
stance in the circulating blood. W. A. BRENNAN. 


RADIOLOGY 


Moriarta, D. C.: Radium a Palliative. Tr. Am. 
Ass. Obst., & Gynec., Indianapolis, 1916, Sept. 


After a limited experience with a small amount 
of radium in the relief of the symptoms in terminal 
cancerous conditions of the female breast and pelvis, 
the author reports six cases in which the pain, odor, 
and hemorrhage had been alleviated. He also men- 
tions that other clinical workers in radium have 
reported the same results without emphasis, however, 
on its usefulness in this particular field. The 
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author states that he has made no claim to a cure 
or prolongation of life, simply the alleviation of the 
symptoms. A synopsis of the cases reported shows 
that pain was relieved, that the odor was markedly 
controlled, and that hemorrhage ceased. Two 
died in coma, two months after treatment. Four 
are alive and hopeful at the present time. 

Moriarta believes it possible to produce a toxemia 
with radium locally, which may prove serious, and 
suggests two precautions when using radium locally. 
First, a patient with a low leucocyte count should 
not be given prolonged applications of radium. 
Second, when radium is used locally it should be 
accompanied by the liberal administration of alkalies. 
The author worked with only 25 milligrams of ra- 
dium element, but for periods varying from 250 milli- 
gram hours to 9,600 milligram hours continuously. 
His convictions are that no case of this type is so 
desperate and no post-operative condition so hope- 
less that radium should not be used with an expecta- 
tion of the alleviation of the trying symptoms. 


Crosby, L. G.: Deep Roentgen Therapy of Benign 
and Inoperable Malignant Conditions by 
Improved Technique. Colo. Med., 1916, xiii, 183. 


After brief mention of those physical character- 
istics of the roentgen rays which are factors in their 
use as a therapeutic agent, the author describes the 
chief differences between the technique employed in 
present-day deep roentgen therapy and that in use 
prior to two years ago. To the use of Coolidge 
tubes, filters, accurate devices for measuring dosage, 
and the cross-fire method of treatment he ascribes 
the very much better results which can now be ob- 
tained. 

In common with various authors whose reports he 
cites he has been able to obtain marked improve- 
ment or symptomatic cure in a large percentage of 
deep-seated lesions treated. He concludes that the 
roentgen ray should be used in all cases of inoperable 
malignant disease; that its post-operative use in 
malignant cases be universally resorted to; that it is 
a valuable adjunct to other lines of treatment in 
Graves’ disease, splenic leukemia, and Hodgkin’s 
disease; and that in menorrhagia and myomata it be 
employed in any case in which operation seems ill- 
advised. ApoLpH HartunG. 


Hirsch, I. S.: Roentgenographic Control of the 
Pneumothorax Treatment of Pulmonary Tu- 
berculosis. Med. Rec., 1916, \xxxix, 1029. 


The application of the roentgen method assists 
in the selection of cases, permits the estimation of 
the degree of collapse and of the effect on the oppo- 
site of lung, indicates graphically the displacement 
of the heart and mediastinum, and aids the early 
discovery of complications. 

It appears almost impossible by physical exami- 
nation to determine the extent of the pneumothorax, 
the position of the collapsed lung, or to estimate the 
displacement of mediastinal structures. These dif- 
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ficulties demand all the diagnostic means at our 
disposal. 

Both methods, roentgenoscopic and roentgeno- 
graphic, should be employed. With either omitted 
the examination is incomplete. No description of 
the fleeting image seen on the fluorescent screen, how- 
ever accurate, can compare as a graphic record with 
the permanent plate, which also gives the finer 
structural detail not to be seen with the screen. 

Roentgen study is made at three periods: (1) 
preliminary, for the estimation of the amount of 
disease; (2) during and immediately after the injec- 
tion; and (3) later to determine the amount of the 
collapse, restitution, etc. 

There appears to exist a belief that opening of the 
pleura and the admission of air invariably results 
in immediate and complete collapse of the lung, but 
it has been demonstrated that the lungs may func- 
tionate while there is a large pleural opening and 
that considerable quantities of gas are necessary to 
obtain extensive collapse. 

P Examination after injection gives the following 
ata: 

1. The degree of pneumothorax. Is the air pres- 
ent in all parts of the pleural cavity or confined to a 
particular part? 

2. The complete or partial collapse of the lung 
and its mobility. 

3. Presence or absence of pleural effusion. 

4. Degree and manner of mediastinal displace- 
ment. Is there excessive strain on the blood-vessels? 
(The heart displacement is not proportional to the 
amount of gas injected and varies with the same 
amount of gas.) 

5. The movement and displacement of the dia- 
phragm. 

6. Subcutaneous emphysema; presence and de- 
gree. 

7. Restitution and reinflation. 

8. The effect may be studied from time to time 
and comparsions made. Davin R. Bowen. 


Clark, W. L.: The Treatment of Nzevus Flammeus 
and Allied Conditions by Filtered Ultraviolet 
Rays, Employing the Compression Method of 
Application. Therap. Gaz., 1916, xl, 312. 


Ultraviolet rays, as applied by the author, were 
found most efficacious in the treatment of “‘port- 
wine” naevus, lupus, erythematosus, eczema rubrum, 
and acne rosacea. He used a Kromayer modifica- 
tion of the Cooper-Hewitt mercury vapor lamp for 
generating the rays, which were passed through 
quartz lenses cooled by a continuous circulation of 
water. He found the interposition of a thin disk of 
blue colored quartz of decided advantage, this act- 
ing as a filter for the irritating wave lengths and in- 
creasing the penetration. 

The tissues treated were firmly compressed to 
produce a temporary ischemia and the surrounding 
structures were protected by the use of zinc-oxide 
adhesive plaster which effectively cut off the rays. 
An application of 30 to 40 minutes was found to pro- 
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duce the maximum of beneficial results. This was re- 
peated, if necessary, after three weeks and some 
cases required a third or fourth application after a 
similar interval. 

A few hours after treatment a reaction set in. 
First the area treated became slightly darker and 
moderately swollen and codematous. ‘This reac- 
tion became more intense for about 48 hours and 
then began to subside. Slight desquamation of the 
skin occurred and after one to two weeks the naevus 
became markedly lighter in color. Similar results 
followed each treatment although to a lesser degree. 
Brunettes were found less susceptible than blondes. 
Children reacted more favorably than adults. The 
best results were obtained with those navi which 
faded readily upon pressure. Where connective- 
tissue hypertrophy was present absolute oblitera- 
tion rarely occurred but marked improvement re- 
sulted. 

Ten cases of ‘‘port-wine” navi thus treated are 
cited in detail with results varying from slight im- 
provement to complete success. Partial failure in 
two cases was ascribed to a coating of carbon on the 
quartz lenses, and a word of caution is given to 
avoid this. In some of the cases having scars due 
to previous treatment, marked improvement of the 
scar followed the ultraviolet light treatment. En- 
largement of features due to blood engorgement 
complicating some of the cases was materially re- 
duced. 

The author concluded that filtered ultraviolet 
rays applied by the compression method produces 
good cosmetic results in the treatment of ‘port- 
wine” nevi, telangiectasis, rosacea, and other sup- 
erficial vascular skin lesions. A. HARTUNG. 


Burns, J. E.: Thorium, A New Agent for Pyelog- 
raphy. Bull. John Hopkins Hosp., 1916, xxvii, 
157. 

Ever since the introduction of pyelography by 
Voelker and von Lichtenberg in 1906, its prime im- 
portance in the réle of renal diagnosis has readily been 
recognized. Although various attempts have been 
made to replace collargol, the medium recommended 
by them for injection, it has proven to be the pyelo- 
graphic agent par excellence up to the present time. 
The various colloidal solutions of salts of heavy 
metals, which have been tried as substitutes, are 
those of silver, iron, bismuth, copper, lead and mer- 
cury, as have suspensions of the salts of bismuth, cal- 
cium, and magnesium. All of these solutions form 
sediment on standing, and while being for the most 
part quite opaque to the roentgen ray, are viscous; 
moreover, a great many are quite toxic and irritat- 
ing. 

The chief objection to collargol is its irritant ac- 

tion when it escapes into the tissues, and, as a mat- 

ter of fact, there have been a number of deaths 
reported following its use. Its elimination from the 
urinary tract is somewhat prolonged on account of its 
viscosity. The fact that it stains everything with 
which it comes in contact makes it objectionable. It 
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is also quite expensive; for this reason its use for cys- 
tograms and large hydronephroses is often pro- 
hibitive. 

Since the opacity of a substance to the roentgen 
ray depends upon its atomic weight, thorium, being 
next to the heaviest known element, was quite ideal 
theoretically and seemed worthy of careful inves- 
tigation. ‘The nitrate and chloride of thorium are 
quite readily soluble in water, giving a clear, mark- 
edly acid and astringent solution. These solutions, 
however, are quite irritating and it was necessary 
for the authors to discover some means of combin- 
ing the substance to render a less irritating product. 

After a careful series of chemical studies of the 
various combinations into which thorium may enter, 
a solution containing a double citrate of sodium and 
thorium, together with an excess of sodium citrate 
and some sodium nitrate, was found to possess the 
qualities desired as being necessary for an ideal pyelo- 
graphic medium. After a careful clinical and ex- 
perimental study the authors conclude as follows: 

Thorium solution fulfills all the conditions neces- 
sary for an ideal pyelographic medium... Clinically, 
there has never been the slightest evidence of tox- 
icity in a series of one hundred and twenty-five 
cases, the amounts used in a single case varying from 
a few cubic centimeters to almost a liter. This 
alone is proof of its non-toxicity. 

Experimentally, although in a few instances 
death has followed the injection of large doses into 
the peritoneal cavity and tissues of animals, larger 
doses intraperitoneally and intravenously have pro- 
duced no ill effects. That the solution is non-irri- 
tating is shown by the absence of urinary symptoms 
after its use, and the absolute lack of any such evi- 
dence cystoscopically and at operation. 

The pyelograms and cystograms made with this 
solution show a splendid shadow which possesses an 
unusual clearness of delineation. The solution is 
clear and watery; therefore it possesses a great de- 
gree of fluidity, permitting its ready elimination 
from the urinary tract. It is perfectly clean and - 
does not stain the linen. In this particular it pos- 
sesses another marked advantage over other solu- 
tions, particularly those of the silver salts. It is 
quite inexpensive, being about one-third as expen- 
sive as collargol. GeorcE E, BEILBy. 


MILITARY SURGERY 


Metcalfe, J., and Keys-Wells, E. N.: The Anatom- 
ical Position of Localized Foreign Bodies. Lan- 
cel, Lond., 1916, cxc, 1078. 

The localization of foreign bodies has been greatly 
simplified with the improved methods. Many 
cases arise, however, where it is important to know 
what structures lie above or below a foreign body. 
For example, in the thick parts of the body it may 
not be possible to secure satisfactory pictures in two 
planes. It is therefore necessary to estimate the 
depth of the foreign body in centimeters and this can 
usually be done. The question as to the relations 
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of the foreign body are not greatly simplified, how- 
ever, unless the depths at which anatomical struc- 
tures lie are known by the surgeon. For example, 
the radiographer reports a bullet to be 9 centi- 
meters deep from a mark on the front of the thigh 
over the great trochanter. If the surgeon knows 
that the average depth from the skin to the great 
trochanter anteriorly is 10.8 centimeters and from 
the back 9 centimeters he would be justified in 
concluding that the foreign body lay just in front 
of the trochanter. 

The author has tabulated a careful list of different 
parts of the body with the corresponding depths at 
which the different structures are placed beneath 
the surface. J. H. Sites. 


Dehelly and Dumas: Sterilization of War Wounds 
(Stérilization des blessures de guerre). Presse 
méd., 1916, p. 203. 

The authors give the technique of their treatment 
for the rapid disinfection of war wounds. They use 
a solution of 1:200 of hypochlorite of sodium pre- 
pared according to Dakins’ method. The special 
technique for obtaining access to the deeper parts 
of wounds is described. The treatment comprises 
surgical intervention, continuous instillation, and 
careful after-treatment. Intervention is done asep- 
tically as under operative conditions, and following 
this it is necessary that all parts of the wound be 
kept in permanent contact with the antiseptic 
solution. For closure of the wound the authors 
prefer adhesive strips to sutures. 

Of 155 cases of extensive wounds due to shells, 
bombs, and mines which have been treated by this 
method, 135, or 87.4 per cent, have closed. Of 
these, 119 were cicatrized in less than 30 days. 
Twenty-five of the 155 cases were complicated with 
fractures and of these 18 were cicatrized in less than 
30 days. W. A. BRENNAN. 


Fiessinger, Moiroud, Nimier, and Vignes: Study 
of Pus in War Surgery, by the Pyoculture 
Method of Delbet (Etude sur le pus en chirurgie 
de guerre, par la méthode de la pyoculture du Del- 
bet). Presse méd., 1916, p. 197. 


The authors have studied the method of pyo- 
culture in a surgical field ambulance, and their 
experience is based on 120 practical tests in different 
types of war wounds. They have endeavored to 
ascertain whether pyoculture could determine the 
kind of operative intervention. 

They find that a positive pyoculture does not 
suffice to indicate intervention; thus in 58 per cent 
of their cases a positive pyoculture was followed by a 
normal evolution of the wound without interven- 
tion. The necessity for intervention is only marked 
in 33 per cent of the cases. On the other hand when 
the pyoculture is nil or negative, it does not always 
indicate that intervention will not be necessary. 
Thus in 13 per cent of the cases, where the pyocul- 
ture was nil or negative, intervention was necessary. 
In the presence of a pyoculture which is nil or nega- 
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tive expectant treatment may be advised, but 
it may be necessary to resort to operation. 
W. A. BRENNAN. 


Proust, R.: Considerations on Some War Injuries 
After Eighteen Months of Campaign (Con- 
siderations sur quelques plaics de guerre aprés 
dix-huit mois de campagne). Bull. et mém. Soc. 
de chir. de Par., 1916, xlii, 1270. 


Proust submits some general ideas gained from 
eighteen months’ experience in field ambulances. 
From May, 1915, to February, 1916, while in charge 
of Surgical Automobile Ambulance No. 1, Proust 
cared for 1,800 wounded, most of which had severe, 
infected wounds. The mortality was 23 per cent. 

In injuries to veins or arteries the author ligates 
the vessel some distance above and below the injury 
and resects the injured part. 

In bone lesions, free splinters of bone should be 
removed, but care must be used as regards other 
lesions. 

For articular wounds, Proust believes that when 
any articulation is traversed by a projectile other 
than a bullet the opening must be largely widened 
so as to ensure drainage; and certain resections such 
as of the patella and astragalus may have to be 
resorted to. Patellectomy has given 15 recoveries 
in 19 grave wounds of the knee; 16 shoulder-resec- 
tions gave 14 recoveries. Operatory indications 
are exceptional for nerve-resections. 

In the case of wounds which are difficult of dis- 
infection even after free opening up, Carrel’s 
method, i.e., intermittent instillation of freshly pre- 
pared Dakin’s solution, has given the best results. 

When amputations are necessary Proust always 
resorts to plane section. In the 1,800 wounded 
treated there were 152 amputations with a global 
mortality of 15 per cent, distributed as follows: 
Der 47._«~per cent mortality. 
31 leg amputations.... ay" eeeseeeeeesI6 per cent mortality. 
Os SI o.o:0:0:0:0:0-00 9350020000 6es 18 per cent mortality. 


29 arm amputations... sesceseccserecedf percent mortality. 
18 forearm amputationS.............+22ee00 5.5 per cent mortality. 






The mortality however has decreased under better 
conditions, etc. Thus from June to July the 
mortality was 72 per cent, from September to Novem- 
ber 32 per cent, from December to January 20 per 
cent. W. A. BRENNAN. 


Freund, H.: Experiences with Gaseous Gangrene 
in War Surgery (Kriegschirurgische Erfahrungen 
bei Gasgangraen). Beitr. z. klin. Chir., 1916, xcviii, 
447. 

Freund gives his experience with gas gangrene 
based on the treatment of 39 cases, 10 of which were 
of the epifascial type and 29 deep muscular tissue 
gangrene. 

The history of gas gangrene is traced since 
Velpean first made observations on the condition in 
1855 and since the discovery of the gas bacillus by 
Fraenkel in 1882. The epifascial form of gas gan- 
grene gives its indications between the skin and the 
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fascia. The typical discoloration of the skin, the 
intense oedema, the changes in the subcutaneous 
tissues, and the finding of the gas bacillus are 
characteristic. This epithelial form is sharply 
differentiated from the subfascial, muscular form 
and may be considered a distinct entity. The 
specific symptoms appear on the third or fourth 
day. 

The subfascial form of gas gangrene is distinguish- 
ed by the unusually violent halting pains in the 
wound, remarkably accelerated pulse, and great 
unrest of the patient. The clinical picture is not 
accounted for by the severity of the injury, nor by 
any local symptoms, but the vicinity of the injury 
is exceedingly sensitive. 

Fruend describes the three different stages of 
alteration which may be observed in the muscles 
due to gas gangrene. In every case it is observed 
that the peripheral part of the injured muscle is 
more involved than the proximal part. 

In the lighter forms, incisions in the fascia, widen- 
ing of the wound, and oxygen insufflation suffice 
to effect recovery; but in the subfascial forms even 
deep and wide multiple incisions will often not 
suffice, and in 8 cases so treated by the author he 
was obliged to amputate the limb in 6 with 2 deaths. 
Kuemmell’s statistics of mortality was 32 per cent 
and Franz’s 53 per cent in subfascial cases. 

In the treatment of the subfascial form early 
diagnosis is important. Free opening up of the 
parts and excision of the diseased parts of the muscle 
is the best procedure. Sometimes it may be neces- 
sary to remove a whole group of muscles. 

Amputation must be resorted to when in spite of 
such energetic action the necrotic conditions are 
seen to spread in the muscles, or the muscles of the 
proximal joint are involved. W. A. BRENNAN. 


Policard, A., and Desplas, B.: Researches on the 
Secondary Suture of War Wounds (Rechérches 
sur la suture sécondaire des plaies de guerre). Lyon 
chir., 1916, xili, 43. 

This article which is the result of the collabora- 
tion of a biologist and a surgeon is said to be only a 
preliminary study. The authors give the details 
of four observations, describe their technique, and 
discuss the physiology of wounds with regard to 
secondary suture. They think that there is an 
essential difference between secondary reunion in 
wounds and reunion by first intention in the case 
of operative wounds. 

In the latter the phenomena are exclusively those 
of conjunctive regeneration. But war wounds are 
always infected, even if only slightly so; and to the 
tissue reparation must be added the defense against 
infection. The coexistence of an inflammatory 
reaction with conjunctive reparation gives a special 
phase to such injuries. 

Study of such a war wound between two points 
of suture shows that there is a multiplication of 
germs, while scarcely one may be found in the 
exudate before suture; after it 20, 50, or even 80 
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germs may be found, including streptococci bacillus 
pyocyaneus, etc. This multiplication begins im- 
mediately after suture and lasts three to five days. 
From the fourth to the seventh day germs are no 
longer found. 

At the same time there coexists a notable leu- 
cocytary reaction. There is an afflux of neutrophile 
polynuclears. When the inflammatory reaction is 
subsiding masses of leucocytes undergoing nuclear 
transformation are always met with, and the presence 
of such when noted is always an excellent index of 
the satisfactory evolution of a sutured wound. 

It is important to follow the evolution of a second- 
arily sutured wound by frequent microscopical 
examination of the serosity which flows between 
the two points of.suture. The mode of such second- 
ary suture is little known; but it represents such 
a surgical and social advance that multiple re- 
searches by discovering and comparing the factors 
which constitute it will lead to its generalization. 

W. A. BRENNAN. 


Perret, M.: Results Obtained from Employing 
Carrel’s Method in War Surgery (Resultats 
obtenus par Vemploi de la méthode Carrel en 
chirurgie de guerre). Bull. Acad. de méd., Par., 
1916, Ixxv, 414. 

From August to December, 1915, Perret treated 
t11 severely wounded cases in his ambulance ser- 
vice by the Carrel method. Of the series 78 were 
lesions of the soft parts; 33 were osseous lesions. 
There were no deaths. All the wounded have re- 
covered and are in good condition. Not a single 
amputation was necessary. The method has elimi- 
nated infection according to the author. 

The author states that all surgeons at the front 
are unanimous in declaring that the wounded 
treated by the Carrel method rapidly recover. As 
to whether Dakin’s fluid is the only one capable of 
bringing about this result or not there is no longer 
any doubt and any delay in applying he considers 
a grave fault. W. A. BRENNAN. 


Uffoltz: Secondary Union of War Wounds by First 
Intention in the Field Hospitals (La Réunion 
sécondaire des plaies de guerre par premicre inten- 
tion dans les formations sanitaires de l’avant). 
Bull. Acad. de méd., Par., 1916, Ixxv, 335. 


The results obtained by Carrel and his confréres 
in the secondary reunion of non-sutured wounds 
were obtained under very favorable surgical con- 
ditions in a rear hospital; but it was questioned 
whether these results would have been obtained in 
a field service hospital where such favorable con- 
ditions did not exist. The memoir now submitted 
is in answer to this criticism. This independent 
report of Uffoltz demonstrates that Carrel’s abor- 
tive method of infection, if it may be so termed, is 
applicable at the front as well as at the rear. 

Of 18 wounds in which the method was followed 
with success, 12 were shell or grenade wounds, 
which are generally infected, and 6 were caused by 
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rifle bullets, but of such a nature that they might 
be classed as infected wounds. The rule has been 
followed in these cases of not suturing contused or 
infected wounds and allowing them to unite by sec- 
ondary intention. ; 

In his communication of October last Carrel dis- 
couraged suturing. He preferred the employment 
of agglutinative strips to draw together the exter- 
nal as well as the deep edges of the wound. In 
large and deep wounds the strips are applied after 
having the deep edges aproximated by some strength- 
ening stitches. This procedure favors cicatrization 
from depthtosurface. In the 18 cases now reported 
10 were sutured, but the suturing was late and after 
the freshening of the edges; in 6 cases adhesive strips 
alone were used and in 1 case of a large and deep 
wound shell of the arm, reunion was effected by deep 
sutures on the ninth day. This was followed by 
the use of adhesive strips, and cicatrization was 
complete by the forty-eighth day. Under the usual 
treatment the repair of such a wound would take 
from three to four months. The author believes 
that the Carrel method has abridged the treatment 
of war wounds by one-half or two-thirds. 

The technique followed in these cases is that of 
Carrel, but Pozzi is not quite sure that the modified 
form of Dakin’s solution has been used. Carrel 
has intimated that he now uses Dakin’s solution, 
prepared as follows: 

For to liters: 

Chloride of chalk..................200 grams. 

Carbonate of soda, dry.............. 100 grams. 

Bicarbonate of soda................. 80 grams. 

The ingredients are mixed cold with 5 liters of 
ordinary water, triturated, etc. No heat is em- 
ployed. W. A. BRENNAN. 


Enderlen: 
(Erfahrungen eines beratenden Chirurgen). 
s. klin. Chir., 1916, xcviii, 419. 


Experiences of a Consulting Surgeon 
Beitr. 


Enderlen gives his experiences of German war 
surgery from his diary notes. In the early part of 
the war, the conservative treatment of wounds was 
found to be unsuccessful and after October, 1914, 
active treatment was instituted in lieu of it. 

Gas phlegmons, or gas burns as they are called by 
Fraenkel, were scen not only in the superficial but 
in the deeper tissues, and seemed to result from all 
kinds of wounds. In the lighter epifascial phleg- 
mons incisions and bandages soaked with H,On», 
or acetic acid, and oxygen insufflation generally 
sufficed; but in the more serious cases and deep 
involvement amputations of limbs was necessary. 

During 1914, Enderlen lost 27 out of 34 cases of 
tetanus, although all the usual means were used. 
The scarcity of tetanus at the present time is due to 
prophylactic vaccination. 

Cranial wounds since October, 1914, have been 
re-examined, and active measures instituted. Drain- 
age and suturing have given good results. In the 
case of chest wounds the thorax was closed when 
possible. In larger defects of the chest wall the 


495 


lungs were sutured in to prevent mediastinum 
depression. Autopsy in two cases showed com- 
pletely collapsed lungs and empyema. Hence, it 
is best before closing the chest cavity to inflate the 
lung by simple pressure. 

Enderlen operated from the beginning in intes- 
tinal gunshot wounds and had 67 successful cases out 
of 154. After ten hours, if not operated, the chances 
of success are slight. Liver and kidney injuries 
are better adapted for conservative treatment. 
Intraperitoneal bladder injuries are mostly fatal. 
Extraperitoneal bladder injuries can usually be 
managed with continuous catheterization. Ure- 
throtomy is generally called for in uretheral injuries. 

In spinal region injuries the outlook is not entirely 
hopeless. Treatment should be instituted even 
though the prognosis is gloomy. In the lumbar 
spine the results give even better promise. Ender- 
len mentions a few cases of sectioned nerves which 
were sutured with good anatomic result. 

For vascular injuries Enderlen has used ligatures, 
suturing, and transplantation. The ligature is 
generally confined to the smaller vessels; but suture 
will be used in the femoralis, popliteal, carotids, 
and other large vessels as in these cases the ligature 
of the vessel is liable to cause gangrene in the limb. 
In the brachial and femoralis Enderlen both su- 
tured and transplanted with good results. 

W. A. BRENNAN. 


Fiolle, J., and P.: The Advanced Surgical Post (Le 
poste chirurgical avancé). Rev. de chir., 1916, xxxv, 
302. 

The authors believe the establishment of ad- 
vanced surgical posts in the battle line is necessary. 
In such a post properly constructed and protected 
the surgeon can operate safely and calmly. Such 
operations are not only acceptable, but are demand- 
ed by the wounded. The utility of such posts as 
regards hemorrhagic injuries is unquestionable. 

In other conditions, such as abdominal wounds, 
early intervention is the essential condition for 
success. For such the advanced post is necessary. 
Amputations must yield to early resections. Infec- 
tion is, next to haemorrhage, the cause of numerous 
amputations which can be avoided by care and 
attention in the advanced post. Where wounded 
cannot be despatched every day to clearing hos- 
pitals, the advanced surgical post is indispensable. 

Details are given of 84 operations carried out in 
such a post, also of the necessary accommodations, 
construction, and equipment. W. A. BRENNAN. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Burden of Proof in Actions for Negligence. 
ct al vs. Winslow (N.J.), 95 All. R. 995.) 
M. Ass., 1916, Ixvi, 1737. 


( Nicbel 
J. Am. 


In the case of Nubel vs. Winslow the New Jersey 
Court of Appeals discussed the propriety of the fol- 
lowing instruction which the trial court gave to the 
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jury: “If you find that the gauze was left in the 
abdomen of the plaintiff and the incision sewed up 
by the defendant or allowed to heal over it, the bur- 
den of proof is on the defendant to show that it was 
not left there by any carelessness or negligence of 
his,’”’ and stated that in an action for negligence 
against a physician the burden of proving the neg- 
ligence alleged rests upon the plaintiff and is never 
shifted to the defendant. J. A. CasTaGNINo. 


Injury to Undiseased Parts in Performance of 
Operations—Evidence. (Evans vs. Roberts (Ia.), 
154 N. W. R. 923.) J. Am. M. Ass., 1916, Ixvi, 
1577: 

The usual malpractice suit is one in which the 
alleged injury is claimed to have been sustained 
to the organ treated or operated upon, but the above 
case is one in which the operator injured the pa- 
tient by cutting the tongue in an operation for the 
removal of adenoids. In discussing this case the 
reviewing court mentioned a number of hypothet- 
ical cases, such as an operation for tumor, the oper- 
ator allowing the knife to slip, cutting the patient’s 
ear, or stitching a wound in the patient’s cheek and 
awkwardly thrusting the needle into the patient’s 
eye, and like cases. It is a matter of common 
knowledge and observation that such occurrences 
do not ordinarily occur in the service of one pos- 
sessing ordinary experience and skill in surgery. 
Scientific knowledge or training is not necessary 
to understand that such results are not to be ex- 
pected if reasonable care is practiced by the attend- 
ing surgeon, but when they do happen, that fact, 
together with proof of other facts and circumstances 
showing sufficient negligence to allow the case to 
be presented to the jury for consideration, courts 
would be inclined not to disturb the verdict. In 
the case at bar the defendant stated that the gag 
slipped. In the absence of any explanation the 
jury might reasonably infer that the gag was not 
properly adjusted. The testimony of the father 
to the effect that the curette was removed from 
the child’s mouth with a sudden jerk is scarcely 
consistent with the exercise of reasonable care. 
These facts, with the resultant injury, would be suffi- 
cient in the opinion of the court to allow the case to 
be presented to the jury. 

Negligence or absence of negligence in malprac- 
tice cases of this character is not necessarily estab- 
lished entirely by the testimony of experts. The 
question of the advisability of the method employed 
need not necessarily be considered as a vital point 
by the jury. The jury would not necessarily be 
interested in the method employed or whether such 
method were scientifically correct. ‘The sole ques- 
tion for consideration was whether the unintentional 
wounding of the patient was caused by negligence 
or lack of due care on the part of the attending 
surgeon. It was proper, therefore, for the court 
to allow experts to testify as to the method employed 
and the instruments used and also to allow a similar 
gag and curette to be introduced as evidence. 


A Waiver of Privilege. 
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A similar case has recently been decided by the 
Illinois Appellate Court, not yet reported, however, 
in which the facts are briefly as follows: The plain- 
tiff, a man of mature years, called on the defendant, 
an extractionist, to have a lower right molar tooth 
extracted. The defendant attempted to remove 
the tooth and a fracture of the jaw resulted. The 
case was tried in the circuit court of Cook County 
and allowed to goto the jury. The jury, however, 
returned a verdict in favor of the defendant. The 
plaintiff appealed the case. The Court there stated: 

“The case of the plaintiff is predicated solely 
upon the fact that the fracture of the jaw and other 
alleged physical injuries resulted from the treatment 
of the defendant by the plaintiff. Proof of a bad 
result of itself is not evidence of negligence or lack 
ci || er The burden rested upon the plain- 
tiff to show a want of care or skill in the treatment 
and that the bad result that followed the treatment 
was the result of such want of care or skill. No 
presumption that the defendant was not skillful or 
was negligent follows from the mere fact that the 
jaw was fractured and that the plaintiff was other- 
wise injured.” 

It will be noted that the plaintiff in the Illinois 
case failed to introduce any testimony in the record 
as to how the fracture occurred but that in the pre- 
vious case the testimony of the father in regard to 
the suddenness of the removal of the curette and 
also the testimony of the defendant himself stating 
that the gag slipped, was sufficient, in the opinion 
of the Court, to allow the case to be presented to 
the jury and also to allow the jury’s verdict for the 
plaintiff to stand. J. A. CasTAGNINO. 


(Dewey vs. Cohoes & L. Bridge 
Co. (N. Y.), 155 N. Y. Supp. 887.) J. Am. M. 
Ass., 1916, Ixvi, 1814. 


In the above case the court reversed a judgment 
in favor of the plaintiff on account of error on the 
part of the trial court in not allowing defendant’s 
witness, a hospital surgeon, to testify as to the con- 
dition of the plaintiff at the time the plaintiff was 
in the hospital following the injury. The trial 
court allowed the plaintiff to introduce testimony 
as to his condition and also the testimony of the 
physicians who attended him and who described 
his condition minutely and even allowed the plain- 
tiff to introduce into evidence roentgenograms of the 
organs and parts of the body claimed to have been 
injured. The defendant then offered the testimony 
of a surgeon who had examined the plaintiff at the 
time he was confined at the hospital, the examina- 
tion being made at the request of the plaintiff. 
An objection to his testimony was sustained. The 
court said that the question of the physical condi- 
tion of the plaintiff while at the hospital was very 
material to the issues and the defendant had a right 
to have the benefit of the evidence of the surgeon 
who had made an examination of the plaintiff at 
the time. It would seem unfair that the plaintiff 
could call certain of his physicians to testify and 
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refuse to allow others to do so. The claim was 
made that the plaintiff had called the surgeon in 
question to make an examination of him for the 
purpose of treatment and, therefore, that his knowl- 
edge was privileged, but the reviewing court held 
that inasmuch as the plaintiff had placed his body 
before the jury as a basis for damages and had called 
some of his physicians to testify in his behalf that 
he had waived his right to hold that the knowledge 
gained by the witness offered by the defendant was 
in the nature of a privileged communication. ‘The 
reviewing court reversed the judgment on the above 
grounds. J. A. CASTAGNINO. 


Responsibility for Loss of Drainage Tube in Body 
of Child. (Cyr vs. Landry (Maine), 95 All. R. 883.) 
J. Am. M. Ass., 1916, lxvi, 1883. 


In an action or suit for malpractice against a phy- 
sician the alleged claim was that through the alleged 
negligence and carelessness of the operator the 
drainage tube was allowed to slip into the body of 
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the patient. The operation was for pleurisy. A 
tube was placed in the incision for drainage and se- 
cured by a safety pin to a piece of gauze wrapped 
about the tube. Through improper manipulation of 
the dressings by the child’s mother the tube slipped 
into the body. The defendant relieved another 
doctor in the treatment of the case and at that time 
the tube could not be found. The mother thought 
that the tube might be inside the child’s body but 
denied that she had interfered with the dressings. 
In view of the impossibility of the tube slipping 
into the the cavity unless the safety pin with which it 
had been secured was removed, the defendant was 
misled into believing that the tube was not in the 
body of the child. The Superior Court of Maine 
stated that in view of the above circumstances, 
in their opinion the defendant exercised such care 
as ordinary medical skill and knowledge afforded 
by directing the mother to take the child to a hos- 
pital for an operation if she believed that the tube 
was in the child’s body. J. A. CASTAGNINO. 
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Clark, S. M. D.: Discussion of Cancer of the Cervix 
Uteri with Especial Reference to the Combina- 
tion Method of Treatment. TZexas Si. J. Med., 
1916, xii, 132. 


For convenience of discussion, cervical carcinomata 
are divided into four groups as follows: 

1. In the first group are found the incipient 
cases. The ulceration is strictly limited to the 
cervix and there is no evidence of lateral infiltration. 
The uterus is freely movable. Menstruation is 
slightly prolonged, with an occasional irregular 
show. There is an irritating vaginal discharge. 
The patient is constitutionally unimpaired and a 
good surgical risk. Cases falling in this group are 
treated by combining at the one sitting the applica- 
tion of the heat and the radical removal. The 
Wertheim removal is undertaken. 

In fat women, the Percy cautery alone gives these 
early cases their best chance of cure, since the 
technical difficulty of carrying out the radical plan 
is too great and, further, the high primary mortality 
would discount its feasibility. 

It is most deplorable that more cases do not fall 
under this first group. Once there is a thorough 
co-operation of an alert profession with an educated 
public the percentage of early cases will increase. 

2. In the second group the cervix is well infil- 
trated with carcinoma, with a slight extension to the 
vaginal wall. ‘Though as yet there is no pain in the 
sides, still a definite thickening and a slight involve- 
ment of the parametrium can be palpated. The 
uterus is still movable, with irregular flowing and, 
at times, profuse loss of blood. There is secondary 
anemia and the patient is constitutionally below 
par. Many of these cases succumb from the opera- 
tion since they are poor surgical risks. These cases 
must be transformed constitutionally before being 
subjected to the major operation. It is here that 
the Percy cautery, in combination with ligation of 
both the internal iliac and ovarian arteries, as a two- 
stage sitting, so excellently serves the desired ends. 

After the preliminary sitting, these patients are 
kept in bed for ten days when they are allowed to 
be up and are placed on forced feeding and Blaud’s 
pills. In from three to five weeks there will be 
noted a marked change both locally and constitu- 
tionally. With the cessation of the hemorrhage, as 
well as the toxemia, the hemoglobin will have 
risen from 15 to 30 per cent, the vessels are full, the 
entire economy has improved and from having been 
a doubtful surgical risk, the case is now in a frankly 
operable state. Radiotherapy is in its swaddling 
clothes; it is now in its experimental stage and it is 


too early to come to conclusions. The only attitude 
to be taken is that of a receptive state of mind. 

3. In the third group the cervix is markedly in- 
filtrated with carcinoma, having extended at least 
an inch on the vaginal wall. Usually there is a 
large crater or huge cauliflower mass bulging into the 
vaginal canal. There is marked impairment of 
mobility with noted lateral infiltration from the 
lower segment of the uterus. Pain in one or both 
sides is experienced. Pronounced cachexia and 
anemia are present. Constitutionally and locally 
they are inoperable. Heretofore these cases have 
been treated from the utterly hopeless standpoint. 

The combination method of treatment can be 
adopted to advantage in this group. While in the 
abdomen for ligation, a thorough prospectus of 
the extension of the disease can be gained and the 
lymphatics removed as a guide to the possibility of 
future surgical procedure. It is in this stage of the 
disease that we are apt, in the repeated use of the 
cautery, to injure the bladder or possibly the rectum. 
In some of these cases the local and constitutional 
condition will have so decidedly improved after the 
cautery and ligation that, judging from the mobility 
of the uterus, it will be thought possible to do a 
complete operation for after the upper two-thirds 
of the uterus is freed and the ureters detached from 
the focus, one usually finds that the upper two-thirds 
of the uterus parts from the lower infiltrated segment. 

4. The fourth group comprises the absolutely 
hopeless class of cases. The rectum, bladder, and 
vagina are in one conglomerate, infiltrated mass; 
there is frequent and, at times, copious flowing with 
foul vaginal discharge, advanced cachexia, wrecked 
constitution; besides, the patients are usually 
addicted to taking large doses of morphine. More 
damage than good follows any attempt at local 
treatment in these cases. Deep X-ray exposures 
or massive doses of radium will give some relief 
from pain, but the cases are hopeless. 

Epwarp L. CorNELL. 


Tennant, C. E.: The Use of Heat in the Control of 
Inoperable Cancer. Colo. Med., 1916, xiii, 176. 


Modern investigations seem to prove conclusively 
that heat is one of the most effective therapeutic 
means we have in the control of cancer, provided 
it is properly applied. The subsequent use of the 
X-ray with cross-fire applications of the rays from 
a hard tube is, no doubt, good after-treatment. 
The source of the heat may be varied from hot 
water to the actual cautery, but it must be constant, 
long-continued, and free from insulation, in order 
to spread evenly a temperature of 120 to 150° F. 
throughout the mass. 
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In applying the treatment to carcinoma of the 
pelvis “or other easily accessible structures, the 
Percy cautery irons are probably most satisfactory. 
The use of heat with the Percy irons, as a method of 
treatment, is proving very satisfactory in inoperable 
cancers of the lip, face, neck, and breast. This 
should be followed later by radical excision, thereby 
doing away with the possibility of metastatic re- 
currence. 

The experiments which the author has made on 
large masses of beef lead him to believe that in the 
d’Arsonval current we also have a very potent and 
serviceable means of obtaining the same or even 
better results in tumor masses located in some of 
the more inaccessible portions of the body. This 
conclusion is based upon the fact that in every test 
made the d’Arsonval current raised the average 
temperature of a given mass 24° F. higher than the 
cautery irons did, in just one-half the time consumed 
by the latter. Epwarp L. Cornett. 


Chiaje, S. delle: Red Myoma of the Uterus (Mioma 
rosso del utero). Avn. di ostet. e ginec., 1916, Xxxviil, 
197. 


The so-called red myoma of the uterus was first 
described in 1905 by Polloson and Violet who re- 
ported a few cases. The tumor is so-called on ac- 
count of the characteristic red color, like raw flesh 
in appearance, which it presents in section. Since 
1905 a few other cases have been described. 

The author gives a summary of all cases found in 
the literature and describes a case of his own. In 
discussing these tumors the author considers that 
from the anatomopathologic standpoint they are 
usually situated on the anterior wall of the uterus 
and are constantly interstitial. They are almost 
always homogeneous and when exceptionally dis- 
tinct nodules occur they never have the same struc- 
ture but are fibrous in character. The tumors are 
covered with a fibrous capsule and in section show 
the characteristic coloring. The anatomopathologic 
features which confer a certain special physiognomy 
on these tumors are: (1) intense vascular hyperplas- 
ia, (2) interstitial haemorrhagic foci, more or less 
diffuse, (3) embryonic character of the muscular 
elements. Clinically the tumors are observed to 
increase rapidly and give rise to pain and fever. 

The brusque manifestations, the manner in which 
they occur, and the periodicity which they assume, 
give a certain clinical picture which has a diagnostic 
value. In the interpretation of these phenomena 
congestion is an element of the greatest importance. 
The morbid conditions with which red tumor of the 
uterus may be confounded are benign or sarcomatous 
fibromata in course of degeneration. A careful ex- 
amination of the characters of the phenomena will 
permit of a differential diagnosis, but it is more 
difficult to distinguish the tumor from an ovarian 
cyst with torsion of its pedicle. 

In the case reported by Chiaje the patient showed 
the local and general clinical features of a pelvic 
tumor, and the case was diagnosed as an ovarian 
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cyst with twisted pedicle. This diagnosis, however, 
was altered on opening the abdomen, when it was 
seen that the tumor was developed on the anterior 
uterine wall, and a hysterectomy was done. Ex- 
amination of the tumor showed the anatomic charac- 
teristics of a red myoma. W. A. BRENNAN. 


Deluca, F. A.: A Case of Unilateral Polypiform 
(Edematous Elongation of the Uterine Cervix 
(A proposito de un caso de elongacion cedematosa 
cervical polipoforme unilateral). Rev. de la Asoc. 
méd., Argent., 1916, xxiv, 611. 


A case of this very rare complication of labor is 
reported by the author in a woman of 28, a II-para, 
who twelve hours after the onset of labor showed a 
fleshy tumor in the vulva, the size of a hen’s egg, 
which though reduced reappeared as the pains be- 
came frequent and intense. The woman was re- 
moved to the hospital. The tumor was then the 
size of an orange, soft and pasty, wine red in color, 
and situated on the anterior cervical labium. One 
hour later the labor terminated spontaneously. 
After the birth the tumor gradually diminished in 
size and disappeared about two months later. 

The author’s research shows that this complica- 
tion originates usually during labor and that its 
situation is by choice on the anterior labium. 
Several factors contribute to its causation. It is 
characterized by a distention and prolapse of the 
anterior wall of the inferior segment, elongation of 
the supravaginal portion of the uterine neck and 
ocdematous tumoration of its intravaginal part, the 
dilatation of the neck being at the expense of the 
posterior cervical labium. 

Deluca thinks that the condition should more 
correctly be termed cervicosegmentarial or isth- 
micocervical unilabial polypiformoedematous elonga- 
tion (of Rouvier). 

It always occurs with a cephalic presentation and 
nearly always in multipara. Spontaneous birth 
is always possible. ‘The causes may be predisposing 
or determining. In the first group are comprised: 
the anatomic constitution of the inferior segment, 
multiparity, narrow pelvis, prolapse and uterine 
anteversion, exaggerated softening of the inferior 
segment, posterior presentation, etc.; in the second 
group: energetic uterine contractions, early presen- 
tation, and premature expulsive force. 

W. A. BRENNAN. 


Wallace, C. H.: Essential Hemorrhage of the 
Uterus. J. Mo. St. M. Ass., 1916. xiii, 220. 


According to Wallace, essential haemorrhage must 
be diagnosed by elimination from the following: 

1. Hemorrhage from retained secundines. 

2. Hemorrhage from placenta previa. 

3. Hemorrhage from fibroid tumors of the 
uterus. 

4. Hemorrhage from endometritis. 

5. Hemorrhage from chronic oophoritis or cystic 
ovary. 

6. Hemorrhage from tubo-ovarian cyst. 
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7. Hemorrhage from deciduoma malignum and 
uterine cancer. 

8. Hemorrhage due to senile vascular changes 
and hemophilia. 

Once the diagnosis is made certain, the author 
believes that hysterectomy or obliteration of the 
uterine cavity by atmocausis is the only treatment. 

Harvey B. MAtTtrHews. 


Fitzgibbon, G.: The Etiology of Uterine Prolapse 
and Cystocele. Surg.,Gynec. & Obst., 1916, xxiii, 7. 
The author considers that some operation should 
be devised as the all-around basis for the surgical 
treatment of these conditions. All evidence points 
to the fact that prolapse of the uterus and cystocele 
are the result of some damage done during par- 
turition. The probability is that it is the same 
structure which is damaged in nearly all the cases. 
In nulliparous women the defect is probably the 
same, but here the fault is congenital not acquired. 
Lacerations of the peritoneum no matter how 
extensive have no effect upon the elevation of the 
uterus, and such lacerations could not possibly 
involve that part of the levator ani muscle which 
supports the cervix uteri. The structure which 
is considered the main support of the pelvic organs 
is the visceral or endopelvic layer of pelvic fascia. 
This is very fully described and shown to form a 
complete pelvic diaphragm broken by the passage 
through of the viscera and parts attached to them. 
This together with the levator ani muscles forms the 
pelvic diaphragm, the fascia taking up the constant 
strain and the muscle acting by re-enforcing the 
fascia against pressure. 

In descriptions of the fascia the upper or true sup- 
porting part of the fascia is quite neglected and the 
thin part which follows the levator ani muscles as 
their inner sheaths is shown as if it were the whole of 
the rectovaginal fascia, whereas it is a very unim- 
portant part. The vagina is shown by diagrams to 
lie obliquely below the fascia, the fornices only 
slightly go above the plane of the fascia while the 
uterus is chiefly above, having its greatest attach- 
ments in front of the plane of the broad ligaments. 
The bladder is wholly above the fascia, which 
separates it from the anterior vaginal wall. Pro- 
lapse of the uterus is the result of rupture of the 
fascial sling across the pelvis attached to the sides of 
the cervix and the lateral vaginal fornices. When 
this is damaged prolapse of the uterus above takes 
place, the vaginal fornices being gradually inverted 
but the bladder being retained well up. When the 
fascia in front of the cervix and the anterior vaginal 
wall is ruptured cystocele develops, but the cervix 
is fully maintained. These two conditions may be 
combined and the whole pelvic contents comes down. 

The failure of the present-day operations is the 
result of efforts to cure prolapse of the uterus by an 
operation only suitable for the cure of cystocele and 
the failure to recognize that interposition is useless 
unless the cervix is maintained well up. This is 
effected in a certain number of cases by the practice 
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of doing a high amputation of the cervix and cover- 
ing over the stump with the vaginal wall, in doing 
so a certain amount of fascia is caught in and those 
cases in which a sufficient amount of fascia is caught 
result in cures while the others relapse, but the need 
of catching in the fascia is not recognized. The 
pelvic viscera can be fully supported by an operation 
to unite the broken fascia in front of the cervix and 
below the bladder, and this can be done without 
removal of organs or such distortion as will render 
childbearing in any way hazardous and can there- 
fore be adopted in the young parous woman with- 
out sterilization. 


Pascal, A.: Treatment of Uterine Prolapse (Traite- 
ment du prolapsus uterin). Presse méd., 1916, p. 323. 

For simple retroversion where there is no adnexal 
lesion Pascal believes that Alexander’s operation 
under local anesthesia will suffice. If adnexal 
inflammation is suspected a laparotomy should be 
done and the procedure of Doléris followed, which 
consists in fixation of the two round ligaments in a 
buttonhole made in the two large right muscles. If 
the ligaments are weak an abdominal hysteropexy 
may be necessitated. 

For prolapse with predominance of cystocele in 
women of 40, Pascal recommends vesicovaginal 
interposition limited to women between 35 and 
45 years. 

For prolapse with atrophied uterus, flaccid vaginal 
walls, and gaping vulva, the author is of the opinion 
that the Kocher operation does not give sufficient 
guarantee to assure the fusion of the uterus with 
the anterior abdominal wall and he therefore uses 
the Murphy operation, following the Mayo tech- 
nique. 

-In the case of women with atrophied uterus and 
relaxed walls, gaping vulva, and permanent cysto- 
cele, the author uses vaginal hysterectomy com- 
pleted by median suture of the two large ligaments 
and perineal reconstitution. In old hysterectomized 
subjects where the ligamental stump was not sutured 
to the uterine or vaginal stump, it is necessary to 
excise the vagina, or in case of a younger patient to 
make a laparotomy and fix the vaginal or cervical 
stump to the abdominal wall. 

Whenever an operation for prolapse has been 
carried out the surgeon must remember that the 
muscular tissues are insufficient, semi-atrophied, and 
that such operations leave behind a tissue of fragile 
cicatrices. If the technique is good, surgical re- 
covery is the rule, but it is highly necessary to 
strengthen the recovery by a regeneration of the 
muscles. ‘This can be effected by general hygiene 
and Brandt gymnastics which restore tonus to the 
atrophied muscles, W. A. BRENNAN. 


McCann, F. J.: The Treatment of Backward Dis- 
placements of the Uterus. Med. Press & Circ., 
1916, Ci, 440. 

McCann has written a very lengthy paper upon 
the old but very important subject of backward 
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displacement of the uterus and the methods gen- 
erally employed for its correction. 

Treatment, as the author states, has very mark- 
edly improved in recent years, owing largely to the 
advances made in gynecological surgery and to a 
better understanding of the causation and sequele 
of this condition. 

The subject is outlined as follows: 

1. Congenital uterine displacement. 

2. Retrodisplacement due to excessive mobility. 

3. Traumatic uterine backward displacement. 

4. Treatment of backward displacement in 
virgins. 

5. Treatment of backward displacement in 
multipare: (@) method of replacing the uterus; 
(b) treatment by pessary; (c) treatment of backward 
displacement when pain and tenderness exist; 
(d) treatment of fixed backward displacement. 

6. Treatment of backward displacement in 
parous women: (a) when the uterus is replaceable; 
(b) when it is fixed. 

7. Operations for the correction of backward 
displacement: (a) abdominal; (b) vaginal. 

8. Backward displacement after the menopause. 

9g. Backward displacement in association with 
uterine and ovarian tumors. 

1o. Backward displacement of the gravid uterus. 

Treatment may consist in (1) spontaneous re- 
placement, (2) bimanual replacement, (3) operative 
replacement. 

The author has given under each of these headings 
a general plan of procedure, calling particular at- 
tention to those methods most successful in his 
hands. Some of his methods are original; the 
majority, however, are those of other gynecologic 
surgeons, modified or not. Harvey B. Martuews. 


Taylor, J. C.: Vaginal Hysterectomy. N.Y.M.J., 


1916, Civ, 53. 

After a brief historical sketch regarding vaginal 
hysterectomy, the author elaborates upon the 
present-day indications for the operation and 
describes his method of performing it. 

The indications for vaginal hysterectomy, as 
given by the author, may be tabulated as follows: 

1. All cases in which conservation of the uterus is 
not to be considered, except where tumefaction 
renders the uterus too large to be delivered per vagina 
or where extensive adhesions render impossible 
the proper approach to the uterus. 

2. In intraligamentous and 
growths. 

3. In women past the menopause who, for any 
reason, require hysterectomy, except in those cases 
where the size of the uterus prohibits its delivery 
through the vagina. 

4. In complete prolapse of the uterus after the 
menopause. 

5. In cancer of the cervix where the disease is too 
far advanced for a Wertheim operation yet it is 
deemed advisable to remove the uterus for the 
relief of pain and foul discharges. Such cases 


retroperitoneal 


501 


may, however, be radiumized and later a Wertheim 
operation performed. 

6. In cancer of the fundus where the growth is 
still localized. 

7. In epithelioma of the cervix occurring in old 
women who have serious heart or kidney trouble. 

The vaginal route should never be chosen where 
there is any involvement of the appendix or in- 
testines which might need attention, or in complete 
prolapse occurring in young women. 

The author’s method of performing vaginal hys- 
terectomy consists in the usual anterior and posterior 
separation from below upward after which the uterus 
is bisected; the adnexa inspected, adhesions, if 
present, are freed, and then each half of the uterus 
is removed by clamping from above downward. 
The space between the clamps is properly packed 
with iodoform gauze and a self-retaining catheter 
is left in the bladder. The clamps are removed in 
forty-eight hours. The gauze packing is removed 
on the sixth or seventh day and lighter packing re- 
placed until healing is completed. 

This technique is modified in the presence of 
fibroids or complete prolapse. Where fibroids in- 
crease the size of the tumor very materially, V-shaped 
pieces may be continuously cut away until the top 
of the fundus is reached, when division of the re- 
maining tumor may be accomplished. In case of 
complete prolapse the ovarian and uterine vessels 
are ligated, the clamps removed, and the base of 
each broad ligament is sutured into the vault of the 
vagina, which is sufficient to hold the vaginal vault 
high and keep the bladder in normal position. 

In conclusion the author states that in a series of 
over 300 vaginal hysterectomies there has not been 
a single death traceable to the operation itself 
and therefore he highly recommends this operation 
in all suitable cases. Harvey B. Mattuews. 


Truesdale, P. E.: Vaginal Hysterectomy for Pro- 
cidentia, with a Report of Fifty Cases. Boston 
M.&S.J., 1916, clxxv, 13. 

The author, employing a special technique, has 
performed 50 vaginal hysterectomies for the cure of 
prolapsus uteri. The procedure as recommended is 
limited to the class of cases in which conservation of 
the uterus may be disregarded. The author’s cases 
averaged 50 years of age. 

The technique employed differs from the usual 
vaginal hysterectomy in that the author, instead of 
making the incision through the broad ligaments in 
the usual manner, extends the line of incision in- 
ward far enough to include a considerable portion of 
uterine muscle. By bringing together the broad 
ligaments with their appended portion of uterine 
muscle there is formed a central body for the resist- 
ance of intra-abdominal pressure and firm support 
for the bladder. 

This method, as the author says, is the same as the 
Watkins-Wertheim procedure, except that the 
greater part of the uterus and all the cervix are re- 
moved before the interposing act is accomplished. 
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A high perineorraphy completes the operation. 
There is a tabulated end-result report of the 50 
cases operated upon by the author, which shows that 
74 per cent were cured, 12 per cent were partially 
cured, and 6 per cent were failures. 
Harvey B. MAtruews. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Hawk, P. B.: The Contents of Ovarian Cysts. JN. 
Y. M. J., 1916, civ, 16. 


The toxicity of the contents of the cysts was 
determined by the effect on guinea pigs of the in- 
jection intraperitoneally of 10 ccm. of cyst con- 
tents. Bacteriological studies were also used. 
Six cysts were examined. 

The contents of the cysts was found to be sterile 
in each case. The cysts examined showed no tox- 
icity, regardless of the nature of their contents. No 
rise of temperature or loss in weight was noted in any 
guinea pig after injection. The animals were 
killed about twelve weeks after injection and no 
lesions could be determined microscopically. In 
two cases the physical nature of the contents was 
mucilaginous in the extreme, having the appearance 
of a mucin substance. That this property was due 
to the globulin content and not to a mucin substance 
was shown by the precipitation properties and 
coagulability of the substance in question accom- 
panied by the lack of viscosity in the resulting 
filtrates. A slight amount of pseudomucin was ob- 
tained in each case, but the trace present could in 
no way account for the physical characteristics of 
the contents. D. H. Boyp. 


Moeller, O.: A Case of Supernumerary Ovaries 
(Kin Fall von ueber Zaehligen Ovarien). Nord. med. 
Ark., Stockholm, 1916, No. 1, p. 12. 

The author reports the case of a woman of 35 on 
whom a salpingo-oophorectomy-duplex was done. 
Some months later owing to the recurrence of pains 
in the left iliac fossa and other symptoms which 
contra-indicated conservative treatment a laparot- 
omy was done. In the left uterine ligament an 
intraligamental walnut-sized cyst was found, also 
a smaller one in the back part of the right ligament. 
Macroscopically and microscopically these removed 
tumors were found to be ovaries. That of the right 
ligament contained a corpus luteum and both showed 
unquestionable ovarian tissue. |W. A. BRENNAN. 


Stark, S.: Shortening of the Round Ligaments by 
Transverse Suprapubic Incision. Tr. Ass., 4m. 
Obst. & Gynec., Indianapolis, 1916, Sept. 

This operation previously presented at a meeting 
of the Mississippi Valley Medical Association, Cin- 
cinnati, October 29, 1914, has since been simplified. 

It is not a new operation but embodies features 
from different methods, its ensemble and purpose 
giving it individuality. Its principal feature is the 
Goldspohn derivative — inguinal liberation of the 
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round ligament from its peritoneal investment. 
The transverse suprapubic approach, as practiced 
by Duret, Peterson, Rumpf, Palm, Kuestner, Liep- 
man and many others is used. Stark prefers the 
Goldspohn operation. He does not limit it to sim- 
ple retrodisplacements, but successfully employs it 
when such displacements are complicated with other 
pelvic disorders, performing salpingectomies, oopho- 
rectomies, appendectomies, etc. 

Apprehension of bleeding in the depth and greater 
difficulty in operation lead to transverse suprapubic 
incision, which when necessary is terminated in the 
Pfannenstiel manner or the Peterson median incision 
after dissection of the upper wound flap from the 
fascia. 

As regards the technique, an incision is made 
transversely just above the pubes and continued 
laterally in the direction of the inguinal canal. 
The fat is removed in the line of the future attach- 
ment of the round ligaments to the abdominal fascia. 
An incision is then made in the aponeurosis of the 
external oblique in the direction of the fibers over 
the canal. 

The round ligament is liberated by a hamostat, 
and the distal end ligated and cut. Traction on the 
ligament brings out peritoneal reduplication; this 
is snipped and the incision carried along on the sides 
of the ligament to the desired height bilaterally. 
The pelvic organs are explored by inserting the 
index-finger, and the amount of slack to be taken 
up in the ligaments is determined, the excess being 
marked with a hemostat. If the pelvis is normal 
the peritoneal opening is closed. 

In closing the peritoneal opening the borders are 
caught high up with a hemostat, transfixed low 
down on one side with catgut, then the suture passes 


. through the upper surface of the round ligament and 


finally includes the peritoneal adjoining edge. The 
ends are tied after passing behind the hemostats, 
and the peritoneal excess snipped off. 

The ligaments are fixed just above the pubes in 
the midline by suturing one to the abdominal fascia. 
and carrying the suture through the other ligament 
and tying, then passing the ends of the ligatures 
forward under fixation hemostats, completing the 
ligation and removing the surplus. 

To guard against weakness of the ring, the con- 
joined tendon is fastened to Poupart’s ligament by 
suture, using reverse mattress suture. The closure 
is completed by suturing separately the external 
oblique aponeurosis (which includes the edge of 
round ligament) and the suprapubic wound. 

When the examining finger reveals complications 
(adhesions, tubo-ovarian disease, etc.), the following 
procedure is adopted: The abdomen: is opened in 
the midline by the Peterson method or by trans- 
verse incision; the lower ends of the external oblique 
incision are joined and the abdomen opened as in 
the Pfannenstiel procedure. The existing conditions 
are treated, and the opening closed according to the 
Pfannenstiel method. Other steps are followed out 
as above. In pyosalpinx, tubo-ovarian abscess, and 
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extensive adhesions this procedure is of great value, 
and is more applicable than the bi-inguinal incision. 

The advantages of the method are: ease of ex- 
posure of round ligaments; rapidity of operation; 
single incision later, hidden for most part by the 
pubic hair; the pull is in a forward rather than a 
lateral direction and permits of the application of a 
Pfannenstiel or Peterson procedure. 

Claims for originality are: (1) All other operators 
employing the transverse suprapubic incision do so 
with a predetermined intention of opening the 
abdomen either in the midline or by the Pfannenstiel 
method which the author only exceptionally resorts 
to; (2) simple fixation of round ligaments in the 
midline to the abdominal fascia instead of to 
Poupart’s ligament or the inguinal fascial wound and 
certain features in connection with the technique. 


Stanton, E. M.: End-Results in Cases Operated 
for Salpingitis. Am. J. Obst., N. Y., 1916, xxiii, 
1058. 


The author bases his report on a careful study of 
the end-results of 100 cases he has operated upon 
for pelvic peritonitis of tubal origin, and a study of 
the literature on this subject. Among 93 patients 
not subjected to hysterectomy there were several 
who for a time complained of leucorrhoea but grad- 
ually the uterine infection subsided and today he 
thinks each of these women is better off with her 
organs intact than she would otherwise have been. 
His experience confirmed by carefully checking the 
late results following operation has led him to be- 
lieve that the operator should remove as little as 
possible and trust much to nature. C. H. Davis. 


MISCELLANEOUS 


Heineberg, A.: The Causes and Treatment of 
Sterility in Women. Therap. Gaz., 1916, xl, 463. 


Various types of sterility are recognized: (1) pri- 
mary, (2) relative, and (3) secondary. 

Primary sterility is that type in which the pos- 
sibility of conception is precluded because of per- 
manent congenital or developmental defects in the 
structure or function of the genital organs. 

Relative sterility is a state in which the absence 
of conception is attributable to causes which are 
susceptible of correction. ‘These causes may be 
structural, chemical, functional, or emotional. 
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Secondary sterility, or what is commonly known 
as “‘one-child sterility,” occurs in those women who 
fail to conceive after the birth of one child. 

The successful treatment of sterility in the female 
depends largely upon the recognition of its causative 
factors. Any case that seeks relief requires to be 
studied with infinite care in order to determine the 
cause or combination of causes which may be opera- 
tive. Cognizance of the many complicated and 
baffling causes of sterility should cause one to hesi- 
tate to undertake its correction with the same non- 
chalance which has characterized most previous 
efforts in that direction. 

The lessons to be learned from a review of this 
subject would seem to be: 

1. Sterility in the female may be due to many 
causes, some apparent and easily determined, others 
obscure and discovered only after careful investiga- 
tion. 

2. Surgical treatment for its correction should not 
be instituted until an honest and thorough investiga- 
tion has shown that the sterility may reasonably 
be attributed to structural changes in the female 
generative organs. 

3. No investigation can be considered complete 
which does not in some way include examination 
of the semen. EpwarpD L. CorNELL. 


Stauffer, W. H.: The Relation of the Rectum to the 
Female Pelvic Organs. J. Mo. St. M.Ass., 1916, 
xiii, 228. 

The author draws attention to the anatomical 
relationship existing between the female pelvic 
organs and the lower bowel. 

Diseases of the vagina, rectum, or urethra and 
adjacent glands may have a common beginning 
and the etiology of the existing trouble be entirely 
overlooked because of the failure to make a thorough 
and complete examination of adjacent organs. As 
examples of such mistakes, gonorrhoea and syphilis 
may exist in one or all of these organs, i. e., vagina, 
urethra, or rectum, and if not properly diagnosed 
and treated in each organ, failure to relieve the 
patient will be the ultimate result. 

In conclusion, the author urges a closer relation- 
ship between the work of gynecologist, urologist, 
and proctologist in order to insure the correct 
diagnosis and, therefore, the proper treatment in 
each given case. Harvey B. Matruews. 
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PREGNANCY AND ITS COMPLICATIONS 


Williamson, H.: Pregnancy Toxzemia; a Study of 
Acidosis in Pregnancy. Am. Med., 1916, xi, 385. 


To determine the pressure of an acidosis four 
tests were employed: (1) the estimation of the 
alkalinity or rather the acid combining property 
of the blood serum; (2) the estimation of the propor- 
tion of nitrogen excreted in the urine in the form of 
ammonia salts; (3) the demonstration of the presence 
of acetone and diacetic acid in the urine; (4) the 
determination of the amount of sodium _bicar- 
bonate (administered by the mouth) necessary to 
render the urine alkaline. 

x. The alkalinity of the blood was determined 
by a modification of the method described by Sir 
Almroth Wright. In normal pregnancy there was 
found to be a slight diminution in the alkalinity of 
the blood. In 9 cases of pregnancy toxemia there 
was found to be a marked diminution in the alka- 
linity. In 4 cases of chronic nephritis with preg- 
nancy the alkalinity was about the same as in a 
normal pregnancy. 

2. The total nitrogen was estimated by Kjel- 
dahl’s method, the urea by the sodium hypobromite 
method, and the ammonia by Schlosing’s method. 
In 9 cases of toxemia the ammonia coefficient was 
high, the urea coefficient low, and the quantity of 
undetermined nitrogen large. In 6 cases of chronic 
nephritis there was not much change in the am- 
monia coefficient. 

3. Acetone and diacetic acid were found in all 
cases of marked toxemia of pregnancy, and in no 
cases of normal pregnancy. In 1o cases of chronic 
nephritis no acetone was shown, and no diacetic 
acid, but 5 cases had an acetonuria with diacetic 
acid, the result of a supervening toxemia of preg- 
nancy. 

4. The amount of sodium bicarbonate neces- 
sary to render the urine alkaline was found to be 
high in the toxemic cases. 

Theconclusions drawn by the author are as follows: 

“From the evidence before us we are justified in 
concluding that a condition of acidosis is usually 
associated with pregnancy toxemia. In the earlier 
and slighter cases the tests applied failed to demon- 
strate the presence of an acidosis, and in a severe 
case of eclampsia recently under my care a similar 
negative result was obtained. 

‘““This case has convinced me that further investiga- 
tions are required and that certain conditions, with 
which as yet we are very imperfectly acquainted, 
must be ascertained before we can definitely estab- 
lish the relationship existing between pregnancy 
toxemia and acidosis. 


“T do not believe that the symptoms of toxemia 
are due to acidosis; indeed these results definitely 
disprove this theory, because the symptoms are 
often present in a mild form before any evidence of 
acidosis can be found, but the results of treatment 
have convinced me that if we diminish the acidosis 
we alleviate the severity of the symptoms. In 
severe cases of eclampsia I have seen marked im- 
provement follow intravenous infusion of solutions of 
sodium acetate and sodium bicarbonate.” 

In regard to treatment the author believes that 
chloroform should never be administered in cases 
of pregnancy toxemia; that calomel and mercuric 
douches should never be given; that fat metabolism 
should be spared by the administration of glucose; 
and that when a pregnant woman suffering from 
chronic nephritis shows evidence of acidosis, the 
uterine contents should be evacuated. D. H. Boyp. 


Boero, E. A.: Late Conservative Caesarean Opera- 
tion with a Vertex Presentation for Cicatricial 
Atresia of the Vagina (Operacion cesdrea con- 
servadora tardia con vertice encajado por atropsia 
cicatrizal de la vagina). Rev. Asoc. méd., Argent. , 
1916, xxiv, 501. 

Boero’s case was in a woman of 28, the history 
showing an abortion after one month in a previous 
pregnancy. The vagina was very narrow and 
fibrous, 7 to 8 cm. long, 34 cm. wide and inelastic. 
Labor pains began at 6 p.m. Four hours later the 
vagina only with difficulty allowed the passage of 
three fingers. By 3:30 a.m. it was clearly seen that 
the atresia was such that it would be impossible for 
the foetus to pass through the vagina. A conserva- 
tive casarean operation was decided upon as it was 
recognized that the conditions were such as to 
permit satisfactory post-operatory lochial drainage. 
The operation and after-course were satisfactory 
and mother and child left the hospital in good 
condition. 

All reported cases of cicatricial atresia, in which 
operative intervention has been made, have accord- 
ing to Bar and others given a mortality of 43 per 
cent in 130 cases. Conservative cesarean operation 
in 24 cases under similar conditions has given a 
mortality of 41 per cent. 

If the caliber of the vagina is very narrow, if the 
uterine neck has not been effaced already for 
atresia or for any other cause, the post-casarean 
lochial retention is a grave consequence which as 
well as in cases where an amniotic infection exists 
imposes a subtotal hysterectomy or a Porro opera- 
tion; if, on the contrary, the clear state of the 
vagina and the uterine neck permits the hope of a 
good drainage in a conservative cesarean, if the 
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conditions which are necessary exist it should be 
given“the preference. These conditions existed in 
the case reported. W. A. BRENNAN. 


Harrar, J. A.: Post-Mortem Cesarean Section; a 
Report of Ten Cases. Am. J. Obst., N. Y., 1916, 
Ixxxiii, 1046. 

The author gives a brief review of the literature on 
this interesting subject and a brief history of ten 
cases from the New York Lying-in Hospital. 

In the series reported three babies were stillborn. 
It is probable that the death of all these children 
occurred before the death of the mother. Four 
babies were born with hearts feebly beating, but 
there was no attempt at respiration during prolonged 
efforts at resuscitation. One baby gave a few feeble 
gasps and died shortly after delivery. One baby, 
slightly asphyxiated at birth, died on the sixth day 
of pneumonia. One baby, badly asphyxiated at 
birth, left the hospital living and well; and one, cry- 
ing spontaneously at delivery, was also discharged 
living and well. C. H. Davis. 


Sonnenburg, C. N.: Czsarean Section Performed 
with a Pocket Knife After Death of Mother, 
Resulting in Normal and Living Child. Jn- 
dianapolis M.J., 1916, xix, 240. 

The patient had had two uneventful previous 
pregnancies and no miscarriages. She had marked 
arteriosclerosis with blood-pressure varying during 
her pregnancy from 180, s, to 210, s. The urine 
contained no albumin or casts. Two days before 
entering the hospital there was oedema of the lower 
extremities which continued. There was evidence 
of congestion of both lungs. Endocarditis, myo- 
carditis, and acute dilatation were observed. One 
morning she had a pulmonary hemorrhage and 
before the author could reach her, she died. 

So much time had elapsed in the effort to restore 
the patient that Sonnenburg feared to wait for the 
instruments and so performed a cesarean section 
with a pearl-handled knife, 5.5 inches in length 
with a 2.5-inch blade. The baby girl was resus- 
citated in four minutes and has been gaining in 
weight rapidly. It was a full-term infant, weighed 
seven and one-half pounds, and was normal in all 
respects, Epwarp L. CorNELL. 


Waegeli, C.: Interstitial Pregnancy (La grossesse 
interstitielle). Rev. de gynéc. et de chir. abd., 1916, 
Xxlii, 405, 441. 

Interstitial pregnancy is rare and Waegeli, in a 
very extensive research of the literature on the sub- 
ject, has been able to collect only 150 cases, and of 
these many are very doubtful as both the macro- 
scopic and microscopic descriptions are either lack- 
ing or incomplete. On this account Waegeli re- 
jects 38 cases. Of the remaining 112 cases, many 
do not on examination satisfy the elementary 
postulates concerning which most authors are agreed 
and such cases if admitted must be taken on faith 
rather than on the evidence submitted by them. 
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The interpretation of an interstitial pregnancy is 
always difficult. It can easily be confounded with 
an angular pregnancy, with that in a rudimentary 
uterine cornua, or with a tubal isthmic pregnancy. 
From these considerations and from lack of satis- 
factory internal evidence Waegeli reduces the num- 
ber of cases of genuine interstitial pregnancy report- 
ed in the literature to 53. 

He describes with great detail and exactness the 
macro- and microscopical features of two cases 
which came under his observation in the Gynecolog- 
ical Clinic of the University of Geneva. In both 
cases the macroscopical and microscopical findings 
demonstrated clearly the development of a left 
interstitial pregnancy. 

In the first case, the uterine fundus was strongly 
inclined (sign of Ruge-Simon), the left round liga- 
ment laterally inserted, and there was asymmetry 
of the insertion of the adnexe, the left being much 
higher than the right. The foetal cavity is clearly 
separated from the uterine cavity, the hernia of the 
uterine caducous into the foetal sac showed that 
this caducous did not continue any part directly 
with an analogous formation in the ovular cavity. 
Sections from the tube show that there is no sign 
of an ovular graft. The greater part of its inter- 
stitial portions has no connection whatever with 
the ovular sac. All the evidence is in favor of a 
clear intramuscular or intramural insertion of the 
ovule and not intratubal or intracanicular. The 
foetal sac is developed in the muscular tissue itself. 
Neither does the microscopic examination show the 
least sign whatever of any inflammatory process in 
either tube. 

In the second case the macroscopic and micro- 
scopic findings, which were almost identical in 
character, also establish the development of a left 
interstitial pregnancy. A muscular septum several 
millimeters thick separated the uterine and feetal 
cavities; sections of the left tube in the vicinity of 
the foetal sac show the complete absence of ovular 
graft. The uterine fundus is quite vertical and the 
left adnexe are almost 5 cm. higher than the right. 
It is quite clear in this case also that the ovule is 
inserted in the muscular wall surrounding the tube 
but not in the tubal canal itself, and the wall of the 
foetal sac shows clearly that it is constituted entirely 
of muscular tissue. 

From a further study of the cases Waegeli thinks 
that the irruptions of the chorial villosities and their 
epithelium into the wall of the foetal sac does not 
occur during the early period of pregnancy and not 
until it is two or three months advanced. 

In the second part of his extensive study Waegeli, 
from a consideration of his own cases and the details 
furnished by others, endeavors to build up a com- 
plete clinical picture of interstitial pregnancy. 
After full consideration of the various classifica- 
tions of other authors he finally classifies this affec- 
tion in the following manner: 

1. Interstitial pregnancy, intramural or para- 
mural: (a) with evolution against the uterine 
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serous; (b) with evolution against the uterine cavity; 
(c) with evolution in the two above-stated directions. 

2. Canalicular interstitial pregnancy. ‘This 
classification will, according to Waegeli, include 
every reported case. 

Waegeli thinks that the etiology of interstitial 
pregnancy is the most obscure chapter in the history 
of the affection. Having considered the various 
etiological theories submitted he declines to express 
any opinion in favor of one or the other. The 
truth is probably that different anomalies of the 
uterus and adnexe concur to facilitate the interstitial 
insertion of the ovule. Today we are scarcely 
more advanced than Velpeau, who in 1831 wrote 
that the mechanism of interstitial pregnancy was 
still totally unknown. 

The symptoms and signs of an interstitial preg- 
nancy are rarely distinguishable before operation 
or resolution. ‘The pregnancy most frequently ends 
by rupture, this occurring in the majority of re- 
corded cases from the second to the fourth month, 
although it may extend to the seventh month. But 
in rare cases the resolution of the pregnancy may be 
by a uterine abortion of the complete ovule or by 
an incomplete uterine abortion. This latter has 
occurred in four of the recorded cases. However, 
the pathological anatomy is characteristic. _Macro- 
scopically there is a round tumor in the correspond- 
ing uterine cornua. ‘This tumor contains the foetal 
sac inserted in the paratubal musculature. A 
direct consequence of its development is the separa- 
tion of the insertions of the round ligament from the 
ovarian and tubal ligaments. A muscular wall 
formed between the uterine muscular septum was 
found to exist in 25 of the cases recorded. The 
absence of such a septum implies a canalicular inter- 
stitial pregnancy with uterine evolution. 

But perhaps the most characteristic sign is the 
extraordinary position assumed by the uterine 
fundus. This becomes more and more inclined until 
it is almost if not quite vertical. Some authors, 
however, dispute the pathognomonic value of this 
sign. In the cases collected by Waegeli, the sign 
was present in 33, it was not present in 5, and its 
presence was not indicated in 15. It was present 
in both the author’s personal cases. While this sign 
is present in the majority of cases its absence can- 
not be held to be a criterion of disqualification. 

Waegeli discusses the other macroscopic con- 
comitants of interstitial pregnancy: the insertion 
of the round ligament in laterality of the foetal sac; 
modification in position of the adnexe. Inter- 
stitial pregnancy is accompanied by a characteristic 
asymmetry of the tubes, that on the gravid side 
in the immense majority of cases being higher than 
the other. 

In the microscopic anatomy the question which 
dominates all others is that of the formation of 
caducous in the foetal interstitial cavity. Opinions 
on this are well divided and Waegeli discusses the 
various arguments without arriving at any very 
definite conclusions. 
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The clinical diagnosis, prognosis, and treatment 
are finally discussed. In the statistics it is shown 
that in 9 cases where intervention was made before 
rupture all recovered. Twenty-nine which were 
operated upon after rupture gave a mortality of 
27.5 per cent. The operation of choice is the ex- 
cision of the gravid uterine cornua and the cor- 
responding tube. Total hysterectomy is indicated 
only if there is infection. The rule adopted by 
the author is to immediately operate upon every 
case of interstitial pregnancy when such a diagnosis 
is made; moreover, it is absolutely necessary to inter- 
vene even in cases where an interstitial pregnancy 
is only suspected. The dangers of an immediate 
laparotomy are far less serious than those occurring 
from a delay which may at any moment result in a 
fatality. W. A. BRENNAN. 


Falls, F. H.: Blood Ferments in Pregnancy. JIlinois 
M.J., 1916, xxx, 22. 


The author believes the following conclusions 
express the attitude of most workers toward the 
Abderhalden test: 

1. The Abderhalden test is not a specific and 
infallible test for the diagnosis of pregnancy, cancer, 
or any other condition. 

2. A negative reaction in a given case is of great 
value as speaking against the possibility of pregnancy. 

3. A positive reaction must be interpreted as 
only speaking for the diagnosis of pregnancy, and 
that only in absence of a large number of pathologic 
conditions to some of which attention has already 
been called. 

4. The ferments are increased in the blood during 
pregnancy. As yet, however, no way has been 
devised of differentiating between these ferments 
and the ferments mobilized in many pathologic 
conditions. 

5. The test should be done in all cases in which 
the diagnosis of pregnancy is in doubt with a full 
knowledge of its limitations and possible errors. It 


should be regarded as corroborative evidence 
together with other clinical phenomena. 
D. H. Boyp. 


Kraus, H. A.: Pregnancy Complicated by Syphilis. 
Illinois M. J., 1916, xxx, 18. 


If a woman has a genital chancre at the time of 
conception, or shortly after, its course is often pro- 
tracted, and the ulcerations are deeper and more 
extensive than usual. Secondary lesions and sub- 
jective symptoms are often aggravated. 

Syphilis is a frequent cause of abortion and 
premature delivery especially between the sixth and 
eighth months. In the majority of cases miscar- 
riages are caused by the death of the foetus. 

The effect of syphilis on the ovum varies. The 
child may be born healthy and remain so or it may 
develop signs of syphilis in three to six weeks, or 
it may show distinctive signs at birth. Other 
symptoms may appear which are the result of disease 
(hemorrhage, jaundice, etc.). The child may 
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show various congenital malformations, or it may 
die before birth, and characteristic lesions may or 
may not be shown in the placenta, following 
abortion. 

Early treatment must be instituted before the 
middle period of pregnancy. A mixed treatment of 
mercury and arsenic is advised. Children born 
without lesions and a negative Wassermann should 
be treated. The author uses a daily injection of 
some soluble salt of mercury, increasing the amount 
to the point of salivation. A weekly intravenous 
injection of o.1 grain of neosalvarsan is given with 
the mercury. D. H. Boyp. 


Smead, L. F.: Gunshot Wounds of the Abdomen 
in Pregnant Women. 7y. Am. Ass. Obst. & Gynec., 
Indianapolis, 1916, Sept. 

The author reports the case of a pregnant woman 
shot through the abdomen, both mother and child 
recovering. The bullet perforated the colon and 
the uterus of the mother, the placenta, and the 
child’s hand. 

Gunshot wounds of the abdomen are more dan- 
gerous during pregnancy than at other times. The 
abdomen should be opened in all cases if possible. 
The uterus at full term should be emptied by 
cesarean section and at earlier periods if the organ 
is badly injured. A uterus during labor is likely 
to spread any infection which is free in the abdomen 
and a pregnant uterus is therefore a menace to the 
patient if peritonitis develops. 

The uterus is usually emptied by cesarean section 
or hysterotomy because the abdomen is open. 

Hysterectomy is usually not indicated in gunshot 
wounds of the abdomen unless the uterus is badly 
lacerated. 

Drainage should always be used in these cases and 
irrigation very rarely. 

About thirty cases of gunshot wounds of the abdo- 
men in pregnant women are cited. 


LABOR AND ITS COMPLICATIONS 
Freeland, J. R.: Scopolamine-Morphine Anzs- 
thesia in Labor; a Report of Seven Years’ 
Experience. Penn. M.J., 1916, xix, 768. 

The author uses Merck’s scopolamine. He thinks 
it advisable to confine oneself to one preparation 
when contradictory results have been obtained by 
various investigators. 

The author’s method of administration is the one 
usually adopted except that he eliminates much of 
the mental suggestion that is associated with 
darkened rooms, softly stepping attendants, whis- 
pered orders, cotton in the patient’s ears, etc. In 
his opinion, too dark a room interferes with observa- 
tion of the patient. A dimly lighted but not gloomy 
room, free from extraneous noises and interruptions, 
adds to the effectiveness of the drug, but, carried to 
the extreme and associated with the other elements 
of suggestion already mentioned, creates an at- 
mosphere potentially harmful to patients in the 
receptive mental state caused by scopolamine. 
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Therefore, all movements, conversation, and ma- 
nipulations are carried out in a natural manner and 
not with the hushed, mysterious air of mutes at a 
funeral or assistants at a magician’s entertainment. 

Great capital has been made out of the popular 
belief that a specially equipped hospital is necessary 
for deriving the greatest benefit from scopolamine. 
This is, of course, a nonsensical contention. Witha 
trained nurse capable of counting the foetal heart- 
beat and conversant with the care of patients 
who have been anesthetized for any purpose, the 
average home offers the atmosphere of quiet that is 
claimed to be a necessity. In this one respect the 
best-equipped hospital in the world has no advantage 
over the quiet bedroom to which the patient is 
accustomed. 

Regarding the effect on the child, it has been 
claimed that a condition of apnoea frequently fol- 
lows the use of scopolamine. The author’s results 
show this to be no more frequent than after any 
other anesthetic, and it is much more likely to be 
caused by morphine than by scopolamine. Re- 
suscitation of asphyxiated infants was not required 
oftener in the scopolamine than in the other cases. 

There were no children born alive who died be- 
cause of failure of resuscitation, except one case of 
cerebral hemorrhage, the diagnosis being confirmed 
by autopsy. The foetal mortality in 410 cases was 
8, or 2 per cent, excluding four children that were 
macerated. The causes of death in the stillborn 
infants were: cerebral hemorrhage 2; cord around 
neck 1; cause unknown as no autopsy was allowed 3. 
Two died after delivery, one from stenosis of the 
larynx and one from cerebral hemorrhage, both 
diagnoses being confirmed by autopsy. 

As to the effect on the duration of labor, in 236 
primipare the average duration of labor was twenty- 
two and one-sixth hours. These patients were 
of all ages. 

There is one type of cases in which scopolamine 
does delay labor and increase the frequency of 
forceps application, that is, those patients in whom 
it produces delirium and uncontrollable restlessness. 

One point should always be remembered in con- 
nection with the question of the duration of labor 
and that is that a sedative is most needed by patients 
in whom labor is prolonged and will most often be 
used in cases of this type to the detriment of the 
reputation of whatever sedative is used if unquali- 
fied statistics are presented. The patients who have 
short quiet labors require no anesthetic and so 
lower the average duration of labor in their par- 
ticular group. On the other hand, scopolamine, if 
useful at all, is useful in cases of inertia and extreme 
susceptibility to pain. 

As regards the occurrence of abnormalities, those 
in the author’s series comprise: forceps 66, or 16 per 
cent; breech 9, or 2.02 per cent; face 3; post-partum 
haemorrhage 4, or 1 per cent; contracted pelvis 7; 
persistent occipitoposterior position 6; acute chorea 
1;chronic chorea 1; eclampsia 6; epilepsy 5; pyelitis 
2; pulmonary tuberculosis 2; lobar pneumonia 1; 
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exophthalmic goiter 1; heart-disease 2; syphilis 3; 
and hydatidiform mole 1. None of these can be 
said to have been caused by the use of scopolamine. 

Regarding the effect on the consciousness of pain 
and the effect on the mind of the mother, the au- 
thor’s results were as follows: (1) complete relief 
of pain and amnesia 64, or 15.5 per cent; (2) great 
relief of pain, sleep between, patient waking during 
height of contraction 236, or 57.5 per cent; (3) 
marked relief, but no sleep 69, or 17 per cent; (4) 
no effect 41, or 10 per cent; (5) delirium 5 cases. 

In considering these results and the low percent- 
age of occurrence of amnesia, one point needs em- 
phasis. The author never deliberately pushes the 
drug with the object of obtaining amnesia, but uses 
it with the idea that its object is accomplished if the 
patient sleeps between pains and wakens during 
them. ‘The harmful effects so often obtained result 
from endeavoring to get amnesia in all cases. 

The author suggests that scopolamine be with- 
held if the patient shows any marked reaction on the 
stimulative side, such as delirium, inconsequential 
talk, or even the well-known atropine flush which 
often appears after the first dose in those patients 
in whom a second dose causes delirium. 

The conclusions are: (1) Scopolamine is a useful 
sedative, not anzsthetic, when not pushed to the 
extreme of physiologic tolerance. (2) Under these 
conditions it is without danger to the child. (3) 
It does not have a retarding influence upon the 
progress oflabor. (4) Suggestion should be avoided. 
(5) Injurious mental results can and do commonly 
occur and care should be taken to avoid its use in 
patients whose make-up suggests such possibilities. 

Epwarp L. CorNnELL. 


Valens, J. A.: Pituitrin in Labor. 


West. M. News, 
1916, Vill, 123. 


The author draws the following conclusions as 
to the use of pituitrin in labor: 

1. It enables the doctor to use a general anes- 
thetic to lessen the suffering of the patient, in many 
cases where he could not otherwise give it on account 
of stopping the progress of the confinement. Pitui- 
trin stimulates the contractions, hastens the prog- 
ress of the delivery and, at the same time, allows 
the use of a general anesthetic. This, in the 
author’s opinion, makes pituitrin one of the greatest 
medicines discovered in later years. 

2. It should not be given without a general 
anesthetic, unless in very small doses, and even 
then it is preferable that an anesthetic be given. 

3. The size of the dose should be governed by 
the condition of the case. 

4. In opposition to many writers, the author 
believes the extract of the pituitary has a large 
place in so-called normal labors. 

5. He has never seen any asphyxia or any sign 
of severe compression of the foetus in connection 
with its use. 

6. The extract produces strong intermittent 
contractions, the contractions often prolonged above 
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the normal, especially when a large dose is given. 
Labor seems to retain its physiological character. 

7. No sign of tetanic uterine contractions 
occurred in any of the author’s cases. 

8. Used in only one case of miscarriage of two 
months’ standing to expel the placenta, it had no 
effect whatever. 

9. Nosign of any rupture of the uterus was noted 
but the author believes it might possibly occur in 
cases of obstruction with too large a dose of the 
extract. 

1o. Action begins in from three to five minutes 
and lasts from twenty to forty minutes. 

D. H. Boyp. 


MISCELLANEOUS 
Gandino, N. T. F. de.: A Case of Intra-uterine 
Crying (Un case de grito intra-uterine). Prensa 
méd., Argent., 1916, ili, 35. 

Intra-uterine crying is such a marvelous phe- 
nomenon that its existence is denied by many who 
have never had the occasion ©! observing it. 

The interruption of the circulation of the um- 
bilical cord causes the foetal blood to become venous. 
This causes an excitation which produces reflexly an 
inspiration and an expiration; this latter if the vocal 
cords are tense can determine the cry. 

The case cited was noted by Gandino in 1912. 
The woman was a multipara who had four preg- 
nancies terminating at term. ‘The fifth was a twin 
pregnancy; the first foetus was stillborn; the rupture 
of the second bag of water took place a few days later 
and it was at that time that the intra-uterine cry 
could be heard and it was repeated when the 
forceps were introduced to terminate the labor. 
The foetal cry was similar to that of a suffocating 
person. 

In the discussion several speakers gave their 
opinion regarding the unquestionable occurrence of 
intra-uterine crying and urged that this case be put 
on record. W. A. BRENNAN. 


Hymanson, A., and Kahn, M.: Lipoid Content of 
Maternal and Feetal Blood. Am. J. Obst., N. Y., 
1916, lxxiii, 1041. 


After a general discussion of this subject with a 
description of the technique used in their tests the 
authors conclude as follows: 

The data from their experiments carried out show 
that on an average the total lipoid content of the 
maternal blood is less than the total lipoid content of 
the newborn infant’s blood, the figures being re- 
spectively 4.75 and 4.8 parts of fat per thousand 
parts of blood. The cholesterol content, on the 
other hand, shows, in general, the opposite state 
of affairs; i. e., 2.1 parts of cholesterol per thousand 
parts of infants’ blood and 2.19 cholesterol per thou- 
sand parts of maternal blood. 

The authors believe that the chorionic villi have 
the function of discriminating which part and how 
much of each lipoid shall pass into the foetal cir- 
culation. C. H. Davis. 











OBSTETRICS 


DeLee, J. B.: A Bacteriologic Study of the Causes 
of Some Stillbirths; Preliminary Report. 
J. Am. M. Ass., 1916, Ixvii, 344. 

Thirteen years ago the author saw a child of a 
healthy mother born with a temperature of 101°, 
which within a few hours rose to 103°. The child 
died of streptococcic septicemia, the mother show- 
ing no signs of infection. A year later, a physician’s 
wife, after a mild pharyngitis, developed albuminuria 
and eclampsia. Artificial delivery was performed. 
Out of the child’s nostrils pure pus exuded. The 
pneumococcus was found init. Several other cases 
have indicated that the child can become ill, in- 
dependently of its mother and may even die, the 
mother being only indirectly affected or not at all. 

This opens up an immense field for study that 
we may thus find the cause of many cases of so- 
called “habitual abortion” and repeated “ prema- 
ture labor after viability and before term,” and that 
we may discover new problems of immunity, focal 
infections, nephritis during pregnancy, eclampsia, 
puerperal sepsis, blood-borne transmissions, and 
new aspects of the transmutations of bacteria. 

Epwarp L. CorRNELL. 


Decref: A Case of Obstetrical Paralysis (Un caso de 
paralisis obstetrica). Siglo méd., 1916, \xiii, 380. 

The case is reported of an infant of two months 
which at birth did not move the right arm. The 
family physician stated that the birth had been 
protracted and that axillar traction was necessitated. 

This traction occasioned traumatic lesions of the 
shoulder, resulting in the arm being completely pen- 
dulous and absolutely immobilized. 

In these cases Decref avails himself of Gaugele’s 
procedure which is to place the shoulder in a position 
of extension abduction and external rotation, form- 
ing a right angle with the arm. This position is 
maintained by means of a ring which takes the form 
of a banneret at the end of a pole and which serves 
also to keep the arm in the position indicated. 

After 15 days more or less movement begins to 
be noted, since there is a restitution of the articulary 
elements. Reduction alone, as in this case, suffices 
generally for complete restitution. If the immobil- 
ity has occasioned trophic or degenerative lesions 
electrotherapy is indicated. W. A. BRENNAN. 


Thomas, T. T.: Obstetrical or Brachial Birth 
Palsy. Am. J. Obst., N. Y., 1916, Ixxiii, 577. 


The author reports 11 cases of brachial birth 
palsy and gives an interesting review of the litera- 
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ture together with his views regarding the etiology 
and treatment of this condition. He rejects the 
plexus theory for most cases. 

His interest in obstetrical palsies resulted from 
observations on adult brachial palsies from injuries 
to the shoulder region. He claims that a palsy, 
due to injury to the shoulder region and associated 
with an ankylosis of the shoulder-joint, which 
disappears with the restoration of normal motion 
to the shoulder-joint, must be due to an injury to 
that joint. He believes that this conception also 
applies to obstetrical palsies, and that the treat- 
ment based upon it is the best. ° 

The author bases his treatment upon the simple 
principle of restoring as nearly as possible the normal 
function of the shoulder-joint. From an experience 
with 24 palsied arms in 23 patients, he found that 
when there was no displacement in the shoulder- 
joint a perfect recovery could be obtained from 
exercise alone. In all of his cases of birth palsy 
with the typical internal rotation of the limb and the 
characteristic limitation of abduction and external 
rotation as old as two or three years he has not yet 
failed to find present a posterior subluxation of the 
shoulder-joint. 

The strongest evidence of a traumatic origin at 
birth of these subluxations is the bending downward 
and forward of the anterior portion of the acromion 
which is practically always present. An injury to 
the brachial plexus cannot explain it. It is ob- 
viously due to the same pressure which pushed the 
humeral head backward during delivery. X-ray 
will not show the bent portion of the acromion 
as the patients are too young. However, he has 


- found it by operation every time, except on a pa- 


tient in whom the acromion showed distinct evi- 
dence of pressure. ‘The absence of the normal 
humeral prominence under the posterior edge of the 
acromion and the bending downward and forward 
of the anterior portion of the acromion will estab- 
lish the diagnosis of a posterior subluxation. It is 
important to recognize it at or soon after birth and 
its diagnosis is so difficult then, for the reasons al- 
ready given, that he does not hesitate to mildly 
etherize the young’ patient in order to assure the 
diagnosis. In doubtful cases he takes advantage of 
the anesthetic to make sure the humeral head is in 
good position and fix it there for six weeks by a light 
cast with the arm in abduction and external rotation. 
Operative reduction of these dislocations is in its 
infancy and as yet no method of operation has re- 
ceived much attention. C. H. Davis. 
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ADRENAL, KIDNEY, AND URETER 


Payne, R.L., Jr.: Unilateral Heematuria Associated 
with Fibrosis and a Multiple Microscopic 
Calculi of the Renal Papillz. Surg., Gynec. & 
Obst., 1916, xxiii, 76. 


Reference is made to previous experimental work 
by the author in which acutely developing vascular 
lesions were eliminated as a cause of symptomless 
unilateral renal haemorrhage. 

The author then reports a case of symptomless 
unilateral hamaturia in which bisection of the kid- 
ney showed microscopically a normal cortex and 
parenchyma but every papilla presented a cherry 
red appearance typical of angioma. 

The kidney was removed and careful microscopic 
studies disclosed an absence of pathological find- 
ings in the cortex or parenchyma proper, but 
the papilla showed definite chronic inflammatory 
changes. 

These changes consisted of (1) an overgrowth of 
connective tissue, (2) multiple microscopic calculi, 
(3) dilated capillaries with the small calculi in close 
apposition or the capillaries surrounded by the con- 
nective-tissue proliferation, (4) a network of dilated 
capillaries on the surface of the papilla, many of 
which were ruptured with free blood escaping. 


These numerous though small varices were evi-° 


dently the source of the hemorrhage, and the in- 
ference is that the numerous calculi, aided by the 
connective tissue they had originated, succeeded in 
causing an obstruction to the venous return with a 
subsequent dilatation of the capillaries and _ re- 
sulting varicosities. 

The paper is illustrated with microphotographs 
showing the microscopic calculi, the connective- 
tissue proliferation, and numerous dilated capil- 
laries which have ruptured on the surface of the 
papillz with free blood escaping. 

The author claims that this is the first case re- 
corded in which there is definitely shown the cause 
and source of a symptomless unilateral hematuria. 

The facts presented would lend further weight to 
the contention of those who believe chronic in- 
flammation to be the cause of unilateral renal 
hemorrhage. 


Bissell, D.: Surgical Replacement of the Pro- 
lapsed Kidney. Surg., Gynec. & Obst., 1916, xxiii, 
100. 

The approach to the kidney advocated is by exact 
dissection of the tissues in the lumbar region oc- 
casioning the least trauma, or injury, to the tissues 
encountered, at the same time facilitating deep 
manipulation in delivering the kidney. 


The skin incision is four inches — beginning at 
a point immediately above the angle formed by the 
lost rib and the erector spine and extending to a 
point immediately above Petit’s triangle. The 
terminal fibers of the latissmus dorsi are now incised 
along the line of their attachment to the erector 
spine and the muscle is transferred to the center 
margin of the wound. An incision is next made in 
the upper area or superior triangle of the lumbar 
fascia immediately below and parallel with the 
twelfth rib; this incision being extended inward and 
outward as far as may be found necessary. The 
last dorsal nerve is usually found to the inner side 
of this incision. The kidney is then directly ap- 
proached by blunt dissection through the fatty 
capsule. The finger is hooked into the cellular tis- 
sue about one of the poles, preferably the upper, and 
the organ delivered. The fatty capsule is complete- 
ly freed from its attachments to the kidney and a 
crescentic incision of the fibrous capsule is made on 
the posterior surface extending almost from pole 
to pole and to within 1 cm. of the hilum. Two 
sustaining sutures of vegetable dyed silkworm gut 
are passed completely around the poles penetrating 
the attached portion of the fibrous capsule at 
several points to fix their position. When the 
kidney is replaced these sutures are passed through 
muscle, fascia, and skin and tied over a bolster of 
iodoform gauze. 

The apron, or shield, formed by the crescentic 
portion of the fibrous capsule separated from the 
posterior surface of the kidney, is sutured to the un- 
der surface of the lumbar fascia to prevent the fatty 
capsule, which is not removed but forced anteriorly, 
from wedging between the raw posterior surface of 
the kidney and the sheath of the quadratus lum- 
barum. ‘The fascial incision is closed with a con- 
tinuous suture of plain catgut No.1. The latissmus 
dorsi is sutured to its original position with plain 
catgut No. 1. The skin should always be united 
with a permanent suture as the edges of the upper 
portion will separate by pressure from the bolster of 
gauze if the suture material is soluble. The silk- 
worm gut sutures are tied on the inner side of the 
loops on the nineteenth day after operation and the 
patient is allowed to get out of bed immediately. 
The sutures are removed any time within the next 
two days. 


Abell, I.: Giant Ureteral Calculus; ‘Anomalous 
Development of the Genito-Urinary Tract. 
Surg., Gynec. & Obst., 1916, xxiii, 33. 

The case reported was that of a male, white, aged 

32, whose personal history was negative for acute 

severe illness and venereal infection. The patient 
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applied for relief of ‘‘pain in his back” of ten days’ 
duration. Irregular left lumbar pain was first 
noted at 18; at 28 similar pain was noted on the 
right side. Latterly pain recurred monthly, never 
sufficiently severe to require opiates, and until the 
present attack persisting only a day or two. Here- 
tofore relief had been afforded by rest, hot baths, 
hot water-bottle, etc. Between paroxysms there 
was urinary frequency four to five times daily, dur- 
ing an attack once to twice daily. Blood was noted 
in the urine on a number of occasions. 

The patient was thin, but well-developed and 
muscular; pulse 100; temperature 100.2° F.; heart 
and lungs normal; right kidney palpable, tender, 
apparently as large as a medium-sized grape fruit. 
The left kidney not palpable; no tenderness on that 
side. The urine was a muddy color, acid, s. g. 
1,020; marked trace of albumin; occasional blood 
and pus cells; calcium oxalate crystals; amorphous 
phosphates; moderate number of bacteria. 

Cystoscopy showed that the bladder was prac- 
tically normal; the left ureteral orifice appeared 
normal; the catheter readily entered the renal pel- 
vis. The orifice of the right ureter was oedematous; 
the catheter encountered obstruction at 2.5 cm. 
The urine from the left kidney showed no albumin 
nor pus; an occasional blood-cell; blood count normal. 

Radiography of the calculous pelvic portion of each 
ureter showed the left to be of moderate size, the 
right extended from the sacro-iliac joint to the 
meatus. The diagnosis was: bilateral ureteral 
calculi, right-sided hydronephrosis. 

The operation consisted of a bilateral gridiron 
incision, enlarged downward by incising the rectus 
sheath; the peritoneum was displaced mesially; the 
ureters were approached extraperitoneally. There 
was considerable thickening about the right ureter, 
and it was separated with difficulty from the sur- 
rounding structures. The ureter was incised at the 
pelvic brim, and the calculus removed by traction. 
After a similar procedure on the left side, the 
ureteral incisions were closed by interrupted catgut. 
The external wounds were drained by strips of 
rubber sheeting. 

The post-operative history was uneventful, the 
patient resuming work at the end of the third week. 
The right calculus was oblong with a distinct curve 
at either extremity, length 7.5 cm., circumference 7 
cm., weight 24 grams; the left stone was more ovoid, 
weight 2 grams. 

The literature shows that Desguin removed 
ureteral calculus, irregularly triangular, 26 by 23 
mm., weighing 1o grams; Baker, 94 grains; Parker, 
over 34 ounce; Bovée, 234 by 134 by 11% inches, 
weight 1,310 grains; Buerger, (1) more than four 
inches long, 6 mm. to r cm. in diameter, (2) 2% 
inches long by 11% inches wide; Specklin, 11 cm. 
long, weight 51 grams; Federoff, length 19 cm., 
weight 52 grams; Rovsing, length 18 cm., width of 
a bean; Israel, (1) length 13 cm., circumference 9 
cm., weight 54.4 grams, (2) length 17 cm., cir- 
cumference 9 cm.; Pozzi, weight 34.5 grams; 
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Lloyd, length 5.5 inches, circumference 2.5 inches; 
Morris nearly 6 inches long; Gibbon, % inch in 
diameter, nearly round. 

The second case occurred in a female, white, 
aged nineteen, who had been married three years, 
with no pregnancy nor menstruation. The first 
attack was diagnosed as appendicitis. When the 
second attack occurred the patient was taken to 
the hospital. Her pulse was 120; temperature 
103° F.; abdomen markedly distended, exquisite 
tenderness in the lower zone. While her figure was 
typically feminine, examination revealed the ab- 
sence of a vagina; the external genitals were normal 
in appearance. The urine was acid, trace of al- 
bumin; slight sediment; few blood-cells; many pus- 
cells; and rod-shaped bacilli. The blood count 
showed: haemoglobin go per cent, white cells 30,500, 
polynuclears 82 per cent. The tender mass in the 
left pelvis was thought to be retained and infected 
menstrual secretion. 

Coeliotomy with median incision disclosed a pelvic 
kidney in front and to the left of the sacro-iliac syn- 
chondrosis. The right kidney, uterus, tubes, and 
ovaries were absent. The appendix was removed. 
The operative finding was pyelitis in a single pelvic 
kidney. 

Three weeks later urine from the ureter and the 
bladder was negative upon culture. Radiography 
showed the renal pelvis to be normal in size and 
shape, with a single ureter three or four inches long. 
A cystogram showed the bladder pressing upon the 
kidney, the latter producing a variation in the nor- 
mal vesical outline. The rectum was in the right 
pelvis. 

In the literature, Anders cites one case of single 
kidney, based upon 92,690 autopsies the occurrence 
of the anomaly was one in 1,817. He refers to 
285 cases in the literature. Among 36 gross renal 
and ureteral anomalies in the Mayo clinic during 
five years, 12 were horseshoe and 6 single type. 
Thomas reports a case of pelvic kidney in a female 
diagnosed prior to operation for pelvic disease; the 
vagina and uterus absent. Cullen mentions a case 
of a girl of seventeen with right pelvic kidney; vagina, 
uterus, and left kidney absent; tubes and ovaries 
prolapsed in the inguinal region. Bissell success- 
fully reimplanted a right pelvic kidney. A single 
kidney has been observed at autopsy by Ward, 
Glazebrook, Secher, Stengel, and others. Polk 
removed a single right kidney located in the pelvis, 
the patient perishing after thirteen days of complete 
anuria. Mayer and Nelkin speak of subparietal 
traumatic rupture of a solitary right kidney. 


BLADDER, URETHRA, AND PENIS 
Granger, A.: The Use of Oxygen in Cystography, 
with a Preliminary Report on the Use of 
Oxygen in Pyelography. Am. J. Roentgenol., 
1916, iii, 351. 
Beginning in 1909 the author began using washed 
and filtered air to distend the urinary bladder in an 
effort to obtain better cystographs, but found it was 
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not well borne, causing pain and tenesmus. Oxygen 
was substituted and found very satisfactory, per- 
mitting greater distention without pain. The out- 
line of the bladder and prostate, growths, diverticula, 
adhesions, or infiltrations show up clearly. 

In making the cystographs the bladder is emptied 
of urine and then distended slowly with oxygen to 
about two pounds intravesicular pressure, when the 
catheter is withdrawn, the thighs elevated, and “the 
tube-holder tilted to an angle which will cause the 
normal ray to pass from behind forward through the 
middle of the lower half of the sacrum.” 

In the use of oxygen in pyelography the author’s 
technique is as follows: 

1. The patient is cystoscoped and the ureteral 
catheter inserted. 

2. The solution is withdrawn and the cystoscope 
removed without disturbing the catheters. 

3. A very small ureteral catheter is introduced 
into the bladder and the bladder filled with oxygen. 

4. The catheter is removed without disturbing 
the ureteral catheters. 

5. The ureteral catheters being connected with 
the oxygen equipment, gas is allowed to flow and the 
exposure made while the gas is flowing in. 

It is important to distend the bladder at a slightly 
higher pressure than the pelvis and ureters to pre- 
vent leakage into the bladder. H. W. PLacceMEYER. 


Quain, E. P.: Rupture of Bladder Associated with 
Fracture of Pelvis. Surg., Gynec. & Obst., 1916, 
xxiii, 55. 

Immediate mortality is higher in intraperitoneal 
than in extraperitoneal rupture of the bladder, but 
the patients who recover from the latter are more 
apt to suffer permanent disability than those who 
recover from the former. This is due chiefly to the 
urinary extravasation about the base of the bladder, 
which induces infection, necrosis, and loss of func- 
tion. Another cause is fracture of the pelvis, which is 
shown by statistics to be the most serious complica- 
tion of bladder rupture. 

Treatment for the vesical tear consists in drainage 
of the bladder either infra- or suprapubically, suture 
of the laceration being of lesser importance in 
extraperitoneal cases. Open operation, wiring, etc., 
for pelvic. fracture is unsatisfactory because of uri- 
nary infiltration. The author found indirect fixation 
by external screws and clamps useful in the case of 
a boy of 16 injured inarunaway. There was a wide 
separation of the symphysis pubis and left sacro-iliac 
synchondrosis, associated with a laceration encir- 
cling two-thirds of the neck of the bladder. The 
laceration extended into the rectum and through 
the skin in the perineum. The bladder and rectal 
wounds were sutured and a retention catheter left 
in the urethra. External fixation of the bone frag- 
ments by the insertion of a Freeman’s screw on 
either side of the symphysis pubis held the bones 
in apposition until fibrous union was established. 
The patient was able to walk and leave the hospital 
after nine weeks’ treatment. 
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A synopsis of 126 reported cases of rupture of the 
bladder associated with fracture of the pelvis is 
submitted. 


Heineck, A. P.: Herniz of the Urinary Bladder. 
Chicago M. Recorder, 1916, xxxviii, 342. 


Hernia of the urinary bladder occurs in about 
1 per cent of all hernia. In the past through 
insufficient knowledge and failure to recognize 
bladder hernia fatal accidents have occurred, injury 
to the bladder wall resulting in peritonitis. The 
author has reviewed 164 cases reported in the litera- 
ture and gives the following summary: 

While occurring at all ages, the greatest number 
appear beyond the age of 40. Occurring somewhat 
more frequently on the right side, only five were 
bilateral. They occur more frequently in males. 
As to the type of hernia present, the great majority 
were inguinal. The proportion of indirect to direct 
was as three to one. In the series there were 40 
femoral hernie and 17 inguinal in females. Femoral 
hernia was much less common in males. Other 
forms were obturator and suprapubic hernie. 
Some were definitely within the hernia sac, in others 
the sac was incomplete or absent. According to the 
type there may or may not be other contents of the 
hernia. Cases of incomplete or absent sac were by 
far the most common. Horace Binney. 


Cifuentes, P.: A Case of Permeability of the Ura- 
chus (Un caso de permeabilidad del uracho). 
Siglo. méd., 1916, Ixiii, 372. 

Vesico-umbilical fistula due to complete permea- 
bility of the urachus are rare. Cabrol reported the 
first known case in 1550. According to Monod, 56 
cases have been published up to 1900 to which some 
14 or 15 more have since been added. 

The author published the details of a case ob- 
served in his clinic, of incomplete congenital oblitera- 
tion of the urachus in a man of 58, The details of 
the history are not very clear. The urinary troubles 
began about three years before, with frequent and 
painful urination. Recently pain had been felt 
in the hypogastric region, about the neighborhood 
of the median line. This inflamed, came to a head 
and pus and urine were evacuated. 

On palpation a large induration could be made out 
extending from the outlet to the bladder. There 
was no urinary retention and the prostate was 
normal. The urine was turbid, and the patient 
had some fever. 

The treatment adopted was transperitoneal ex- 
tirpation of all the fistulous tract comprised be- 
tween the orfice and the urachus. The condition 
of the patient continued to improve for some time 
but peritoneal complications arose and he died four- 
teen days after operation. 

The author thinks that the question of intra- or 
extraperitoneal extirpation depends on the con- 
ditions in which the affection is met, the peritoneum 
being opened only when adherences do not admit of 
the other procedure. W. A. BRENNAN. 
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Loumeau: Traumatic Stricture of the Urethra by 
a Projectile with an Unexpected Trajectory 
(Retrécissement traumatique de Vurétre par pro- 
jectile de guerre 4 trajectoire inattendue). J. de 
méd. de Bordeaux, 1916, \xxxvii, 96. 


In the case reported by Loumeau the bullet en- 
tered the left buttock and came out by the lower wall 
of the penoscrotal urethra. This urethral wound 
allowed complete urinary passage. On cicatrization 
micturition became more and more difficult and 
painful and incontinence and fcoetid urine resulted. 

Examination showed the canal to be permeable 
as far as the base of the penis where a cicatrized 
block opposed the passage of the finest bougie. 
External urethrotomy was done. Recovery was 
by secondary intention in about a month. About 
two months later stricture was again evident and 
progressive dilatation was resorted to, as the patient 
refused a new operation. W. A. BRENNAN. 


GENITAL ORGANS 


White, E. W.: Seminal Vesiculitis. 
Rev., 1916, Xx, 370. 

The symptomatology of seminal vesiculitis is 
exceedingly voluminous. 

The wide degree of variability of symptoms is 
due to the fact that vesiculitis in the true sense has 
no distinct entity, but is virtually associated with a 
prostatitis, colliculitis, or a posterior urethritis. 

In the nervous types a neurotic element was 
found in 90 per cent of the long-standing cases. 
This element was probably due to persistent pain. 
The results were not gratifying following either 
conservative or operative treatment. The close 
proximity of the vesicles to the bladder explains the 
frequency of bladder symptoms. 

Cystoscopy often reveals a seminal vesiculitis 
cystitis in which the mucosa of the bladder overlying 
the vesicles and trigone was hyperemic and oedema- 
tous, readily accounting for the symptoms of irritable 
bladder neck, burning, and throbbing sensations, 
frequency, suprapubic tenderness, bladder tenesmus, 
and retention of urine. The majority have a 
persistent mucopurulent discharge. 

Pain in the perineum may vary from slight dis- 
comfort to a sensation of dragging, drawing, fullness, 
and pressure; sensitive epididymes and drawing 
pains along the cord with recurrent attacks of epi- 
didymitis are common. 

In the early stages, frequent erections with noc- 
turnal pollutions are common. Later, gradual 
‘diminution of sexual strength and finally absolute 
loss of erections is noted. Painful orgasm, painful 
and incomplete erections, hamospermia, pyosper- 
mia, etc., are common findings. 

Blood and pus in the ejaculate or after massage 
are proof of seminal vesicle involvement and are 
worthy of surgical consideration. Improvement of 
sexual function following vesicle drainage is marked 
in these cases. 

Many cases simulate acute appendicitis, urethritis, 
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ureteral colic, or stone. Abscess formation with 
perforation into the peritoneal cavity has been re- 
ported. 

Pyxmia following septic phlebitis of adjacent 
venous plexus and pelvic cellulitis with suppuration 
are possible sequella. Dull, persistent suprapubic 
pain, constant pain in the lower lateral quadrants of 
the abdomen with a chronic urethral discharge 
should always suggest vesicle trouble. 

As to the rectal and anal symptoms, rectal ex- 
ploration will usually establish a diagnosis patholog- 
ically classified as follows: 

1. The acute catarrhal type, in which the vesicles 
are soft and lost in folds of the rectum or greatly 
distended, tense, and exquisitely tender. 

2. The fibrous or sclerotic type, in which the 
vesicles are firm or atonic, pain variable. 

3. The suppurative type or abscess. 

4. The pan-inflammatory type in which the 
prostate and vesicles are matted together in one 
inflammatory mass. This type is productive of 
pain referred to the hypogastrium, loins, anus, 
perineum, and sacro-iliac synchondrosis. 

Joint symptoms are uncommon. Chronic in- 
fection may be harbored many years in the vesicles, 
periodically expressing septic material into the circu- 
lation. ‘The synovial membranes are more easily 
involved due to their low resistance to invading 
organisms. 

As regards operative intervention, the seminal 
vesicles have been attacked surgically first for the 
relief of pain, second for evacuation of pus, and third 
for the removal of hard fibrous vesicles of long stand- 
ing producing much discomfort. 

Undue haste need not be exercised in advising 
operation until palliative measures have been fully 
exhausted. Persistence in conservative treatment 
has been followed by recovery in many cases 
characterized by exacerbations. Other cases that 
failed of benefit by palliative treatment were cured 
by operation. 

Vesiculectomy is the operation of choice in long- 
standing cases with sclerosis, while vesiculotomy 
has been satisfactory in pus and acute catarrhal 
forms. 

The author summarizes the following as surgical 
possibilities: 

1. Acute catarrhal with marked general and 
urinary symptoms. 

2. Chronic fibrous, 
treatment. 

3. Pus and blood after massage or in the ejacu- 
late which persists. 

4. Sexual neurasthenia with a progressive dim- 
inution of sexual strength. 

5. Tuberculous vesicles. 

Vasotomy as a preliminary step has given only 
temporarily gratifying results, particularly in cases 


sclerotic, unrelieved by 


_ complicated by recurrent epididymitis. 


The author reports 7 cases, in 5 of which vesicu- 
lotomy was done and in 2 vesiculectomy. 
Vesiculectomy is advised in all cases of multiple 
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abscesses with extensive destruction of tissues, long- 
standing cases of hard fibrous sclerotic vesicles, 
cases in which the vesicle and ampulla are producing 
symptoms referable to the ureter, and selected cases 
of extreme nervous origin unaltered by the usual 
treatment. 

Vesiculotomy is considered in all cases of sperma- 
torrhova, all cases of pus and blood in the ejaculate 
and following massage, and in the acute catarrhal 
and suppurative types. H. G. Hamer. 


Crowell, A. J.: Urinary Retention Due to Prostatic 
Obstruction. Urol. & Cutan. Rev., 1916, xx, 255. 


In the first type of prostatic obstruction, prostatic 
abscess, the author believes that the prostate should 
be drained perineally without opening the urethra. 
In the second class of cases, prostatic hypertrophy, 
the author believes in perineal prostatectomy for 
the reason that the wound and the kidneys are both 
drained from the most dependent point, the peri- 
neum. He believes that the mortality following the 
perineal operation is not as great as that following 
the suprapubic. If the prostatic hypertrophy 
is accompanied by an abscess of the prostate, the 
abscess cavity also can be better drained through 
the perineum. 

In malignant disease of the prostate attention is 
called to the fact that the prostate, its capsule, the 
seminal vesicles, and the bladder trigone can all be 
removed perineally. In performing this operation 
the growth may be entirely removed, the only draw- 
back being that incontinence of urine usually 
ensues. He recounts two cases in which he has used 
the Young punch to remove a prostatic bar. In 
one case, a man of 82 who had a bad kidney func- 
tion, 4 ounces of residual urine, and was in poor 
physical condition, the punch operation was entirely 
successful. In the next case, a man, 38 years of 
age, who had 16 ounces of residual urine, the median 
bar was removed by the punch. After the opera- 
tion he was able to empty his bladder without 
difficulty. B. S. BARRENGER. 


Gordon, G. S.: The Internal Sphincter Following 
Prostatectomy. Surg., Gynec. & Obst., 1916, xxil, 
620. 

After removal of adenomata through the internal 
sphincter the sphincter on regaining its full func- 
tional power often forms a raised crescentic fold 
which in ratio to its size obstructs urination, with 
the result that there still remains some abnormal 
back pressure at urination on the bladder, ureters, 
and kidneys which encourages the continuance of 
infection and interferes with renal excretion. Be- 
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hind this obstruction is a pouch of residual urine in 
which stone may form. If the free edge of the sphin- 
ter has been denuded and its purse-string action 
is strong enough it may obliterate the outlet en- 
tirely and contact healing may occur. The author 
believes the obstruction should be dealt with at 
operation and he suggests the entire removal of 
this flap or that it be slit and applied to the denuded 
prostate bed. 


MISCELLANEOUS 


Beck, E. G.: A Report of a Series of Unusual Fzcal 
and Genito-Urinary Cases Treated by Bis- 
muth Paste. Surg., Gynec., & Obst., 1916, xxii, 
5°7- 

The author reports 38 cases, 17 post-operative 
fecal fistulae and 21 cases of urinary sinuses, all 
treated with bismuth injections. Most of these 
were preceded by more than one operation, some of 
them by as many as fifteen. Most of these cases 
were shown before the surgical society and the 
histories given in this paper must be read in order 
to learn the most essential points in technique in 
this treatment. It is only in this way that the 
best results may be obtained and Beck has shown 
what can be accomplished under proper conditions. 

The stereoroentgenograms, which illustrate clin- 
ically the injection, are instructive both from a 
diagnostic and a therapeutic standpoint. It is 
shown that tuberculosis of the spine or the hip-joint 
may perforate the bladder and thus cause urinary 
sinuses through an opening about the hips. 

In a series of post-operative suppurative sinuses 
after nephrectomies, the sinuses have invariably 
healed after they have existed for many years. 

The five cases of fecal fistula, reported in detail, 
are of unusual types. In one case the entire diges- 
tive contents having escaped from a laparotomy 
wound for months, without any surgical interference 
and by purely the bismuth treatment, the fecal 
fistula closed with unusual rapidity and the patient 
increased in weight from go to 180 lbs. within one 
year. In none of the fecal fistula cases did the 
author resort to any surgical treatment, and only 
one case out of the series of seventeen could not 
be cured by this method, this being a fistula of the 
small intestine. 

The author lays special stress on the technique 
which he has observed to be faulty and responsible 
in many cases of failure which have come under his 
observation and from other sources. 

Bismuth poisoning has not occurred in any of 
his cases and he believes it can be prevented in 
every instance. 
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EYE 


Wilmer, W. H.: Three Years’ Experience in Sclero- 
corneal Trephining in Glaucoma. Arch. Ophth., 
1916, xlv, 333. 


Case histories of patients on whom sclerocorneal 
trephining for glaucoma was done are presented, the 
author stating that by reason of the small number he 
has been able to carefully follow up the cases. 

His results have been very favorable, tension 
being lowered and pain relieved in nine eyes after 
the La Grange operation or iridectomy had failed 
and miotics had been used in many cases over 
periods of years. 

He protests against the present unfavorable 
attitude toward the operation; he believes that the 
pendulum is swinging too far to the opposite from 
the procedure’s enthusiastic reception, and states 
that in his opinion sclerocorneal trephining is the 
easiest, safest, and most effective method yet sug- 
gested for permanently reducing excessive tension. 

Late infections, he believes, can be lessened by 
taking care to dissect up all the subconjunctival 
tissue with the conjunctiva in order to make the 
flaps as thick and protective as possible. 

Synechiz, lenticular opacities, haemorrhages, and 
relapses are said to be no more frequently met with 
after this than after other methods of operating, 
and it has the advantages that both eyes can be 
operated upon at the same time; the patient does 
not have to be long confined; it does not reduce the 
visual fields or cause astigmatism to an accountable 
extent; there is only a negligible risk of the loss of 
vitreous and no danger of the escape of the lens, and 
the operation may be repeated. S. S. Howe. 


EAR 


Moure, E. I.: A New Method of Examining the 
Vestibular Labyrinth (Sur un nouveau mode 
dexamen du labyrinthe véstibulaire). Bull. de 
Acad. de méd., Par., 1916, lxxv, 413. 

For some years past Moure has made it a practice 
in examining the vestibular labyrinth to submit the 
patient to a series of experiments in which provoked 
nystagmus occupies an important place. Accord- 
ing to the duration and intensity of the nystagmus 
and the time it takes to appear, he deduces that the 
labyrinth is normally hyper- or hypo-excitable. 

The number of labyrinthine affections occurring 
during the war has afforded many opportunities 
for putting this method into use. W. A. BRENNAN. 


Hays, H.: The Corroborative Diagnosis of Mastoid- 
itis by. Means of the X-Ray. WN. Y. M. J., 
1916, cii, 1163. 

The author cites cases to show the value of the 
roentgenogram in corroborating the clinical evidences 
of mastoid disease. He does not insist upon the 
necessity of having an X-ray taken before a diagno- 
sis of mastoiditis can be made, but he does consider 
it of more value than a consultation, particularly 
in atypical cases or when weighing the evidence for 
and against operative interference. Besides this 
knowledge, a roentgenogram shows the position of 
the sinus, the size and shape of the mastoid, and the 
extent of zygomatic cells. Otro M. Rort. 


Lent, E. J.: Chronic Suppurative Mastoiditis 
‘Accompanied by Intracranial Pressure. J. 
Indiana St. M. Ass., 1916, ix, 290. 


A case is cited in which operation disclosed the 
presence of a large cyst, apparently not dependent 
upon the middle ear infection, as the fluid in the 
cyst was sterile. The patient ultimately recovered 
after symptoms of meningeal irritation had super- 
vened. The cyst was drained and later allowed to 
become infected after which the discharge was 
gradually lessened in amount and finally ceased. 

The author briefly discusses the question of 
cerebral cysts, dividing them into four classes: 
(1) parasitic, (2) traumatic, (3) apoplectic, (4) and 
degenerated neoplasms. 

1. Parasitic cysts are due either to the cysticercus 
or echinococci. 

2. Traumatic cysts are not very clearly defined 
in origin. ‘They may be explained on the ground 
of long-continued circulatory disturbances with 
consequent local accumulations of serum, or shrink- 
ing of cerebral tissues in the region of injury, the 
result of sclerotic changes in the cerebral substances, 
the contraction leading to the formation of a vacuum 
which becomes filled with fluid derived from the 
surrounding membranes. 

3. In apoplectic cysts the blood-clot contracts 
and changes from a red to a brownish color, due to 
the transformation of the hemoglobin into hama- 
toidin. The pigment is diffused in the neighboring 
tissues, giving a yellowish tinge; the detritus is 
transformed and absorbed so that a cavity remains 
containing fluid, the so-called apoplectic cyst. 

4. In degenerated neoplasms cysts may be found 
on microscopic examination to be the end-result of 
an almost complete degeneration of a glioma. 

Otto M. Rott. 
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NOSE 


Kyle, J. J.: Bacteriology of Nasal Sinus Disease. 
Calif. St. J. Med., 1916, xiv, 238. 

With the advent of serum therapy, the author 
says that greater attention to the bacteriological 
side of nasal diseases becomes necessary. It is 
possible that the era of vaccine therapy is here, and 
here to stay, and in consequence, the microscope 
becomes necessary in the diagnosis of all sinus af- 
fections. It is the presumption that all normal 
sinuses are free from bacteria. However, in the 
nose there is usually to be found bacteria limited 
to one or more varieties. True, pathogenic bac- 
teria are more numerous in acute suppuration and 
mildly pathogenic in chronic conditions. Chronic 
cases become active and infection virulent by new 
infection or by a local tissue reaction, and it is 
possible that so-called epidemics of grippe or influenza 
are in a great majority of cases acute exacerbations 
of old sinus diseases. 

The author’s dealings with laboratory men in the 
treatment of sinus diseases have been unsatisfactory. 
Very few bacteriologists are able to take pus from 
the sinus of the nose. Pus from the ethmoid 
frontal region may be secured by suction or by a 
platinum loop; from the antrum of Highmore, by 
suction through a cannula introduced into the an- 
trum. Sometimes the author depends upon auto- 
genous vaccines and sometimes upon stock. He de- 
sires first to know the character of the infection. 
The author believes that the so-called coccobacillus 
of Perez is more often present in the nose than here- 
tofore anticipated, and that the organism is closely 
associated with, if not the cause of atrophic rhinitis. 
His results with vaccine treatment in ozena have 
been unsatisfactory, but not conclusive. In 50 
cases of acute infection of the maxillary sinuses 
treated during the past winter and classed among 
the epidemic of grippe cases, the author found in 20 
cases the staphylococcus albus or citreus to be the 
sole organism. In one case there were bacilli 
pyocaneus and pneumococci mixed. -In one case 
the bacillus pyocaneus in pure culture was pres- 
ent. In one case there was found the micrococcus 
catarrhalis. In only one case did he find the strep- 
tococcus. In one case there were bacilli prodig- 
iosus mixed with staphylococci. In 32 ethmoid 
suppurations he found the bacillus coli and Fried- 
lander mixed in 2 cases, staphylococcus 11 times, 
streptococcus pyogenes 2 times, pneumococcus 1 
time, pneumococcus tetragenous 1 time, bacillus 
pyocaneus 8 times, micrococcus catarrhalis 2 times, 
bacillus prodigiosus 1 time, lactis areogenes 1 time. 

From the author’s statistics he finds that the two 


organisms most active in ethmoidal and frontal 
suppuration during the past season were the staphy- 
lococcus and the bacillus pyocaneus. 

The author had one death from meningitis follow- 
ing the staphylococcus albus infection of the right 
frontal. ‘There was no dehiscence of the inner plate. 
He also had one death from ethmoidal suppuration, 
streptococcic in character, which traveled via the 
orbital cavity, and thence to the cavernous sinuses. 


THROAT 


Decherd, H. B.: Secondary Tonsillar Hemorrhage. 
South. M. J., 1916, ix, 547. 


The author considers the treatment of hemor- 
rhage as preventive and curative. 

Preventive measures he summarizes as a proper 
appreciation of the importance of the operation, 
performed under strict asepsis, by careful dissection 
and cold wire snare, on uninflamed tonsils, with 
careful post-operative treatment both general and 
local. 

As curative measures he advises rest in bed, ice 
applied locally, morphine and horse serum injected 
hypodermatically,; with pressure at the point of 
bleeding or clamping of the bleeding vessel. 

ELLEN J. PATTERSON. 


MacWhinnie, A. M.: Tonsillectomy; a New Method 
of Tonsil Eradication. Jnternat. J. Surg., 1916, 
XX1X, IQI. 

Tonsil eradication by fulguration is applicable to 
all forms of tonsils, though not feasible in children 
on account of the noise. The advantages are that 
the operation is absolutely safe, may be stopped any- 
where short of a complete eradication of the tonsil, 
is absolutely unattended with loss of blood, and there 
is no interruption of the patient’s vocation. The 
author fulgurates around the tonsil, anterior to the 
palatoglossus, posterior to the palatopharyngeus, 
and internal to the so-called capsule once a week for 
four weeks, though exceptionally eight applications 
are necessary. ELLEN J. PATTERSON. 


Coakley, C. G.: Lung Abscess Following Tonsillec- 
tomy. Laryngoscope, 1916, xxvi, 1008. 

The author considers aspiration of infected blood 
or pieces of tonsillar tissue as probably the direct 
cause of pulmonary abscess following tonsillectomy. 

In order to avoid this complication following ton- 
sillectomy, he thinks that the patient should be 
carefully examined by a competent internist prior 
to operation, that the operation should be performed 
by a skilled operator with a trained anesthetist 
and an assistant trained to prevent septic material 
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from escaping from the tonsil into the pharynx 
and to keep the pharynx free from blood during 
the operation. ELLEN J. PATTERSON. 


Mayer, E.: Angioma of the Larynx. Med. Rec., 


1916, Ixxxix, 1084. 


From a study of his own case and the forty others 
found in the literature. the author reaches the follow- 
ing conclusions: 

1. Angioma of the larynx is a rare disease oc- 
curring mostly in adults and the proportion of males 
to females is approximately four to one. 

2. It may be mistaken for cancer. 

3. Endolaryngeal removal of a portion of the 
growth for diagnosis, or its complete removal in 
this manner, is fraught with danger and may have 
serious results. 

4. Laryngofissure, removal and suturing the 
mucosa, are entirely safe and feasible procedures. 

Orto M. Rott. 


MOUTH 
Mayes, W. C., and Wilson, W. and C. F.: Focal 
Infections; Results of Overcoming Same. 
South. M. J., 1916, ix, 490. 

Many diseases, the etiology of which has been 
obscure, are due to metastasis or absorption of 
toxins from a primary focal infection and in order 
to conserve the best body economy it is essential 
not only to treat symptoms but to remove the 
primary focus or at least overcome the infection. 

In diseases due to focal infection if a cure is not 
effected by the removal of a diseased focus or if 
further metastases occur, then further search must 
be made for another focus by exhausting every aid 
the laboratory, X-ray, and one’s diagnostic ability 
afford. 

If for anatomical reasons the focus cannot be re- 
moved or the infection in same controlled, often the 
removal of a diseased tonsil, or the draining of an 
apical dental abscess or accessory nasal sinuses will 
allow the body economy so to recuperate that a 
cure will be effected in the original offending focus. 

ELLEN J. PATTERSON. 


Horsley, J. S.: Cancer of the Mouth and Tongue 
with Special Reference to Metastases in the 
Neck. South. M.J., 1916, ix, 512. 


An account is given of eight cases of carcinoma of 
the mouth and tongue, illustrated by post-operative 
and micrographical results of the pathological 
sections. 
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The author lays stress on the harmfulness of the 
procedure of excising a specimen of the growth and 
allowing some time to elapse before operation is done. 
In case pathological examination is necessary for 
the diagnosis, he advises that the excision of the 
specimen be done with the cautery, and the complete 
operation follow immediately. 

In the three cases which are alive and living from 
one to four years after operation, there was no 
primary incision for diagnosis made. The five who 
are dead all had incisions made into the tumor mass 
to confirm the diagnosis. 

The results of operations for carcinomata of the 
floor of the mouth are discouraging unless a wide 
dissection is made including in the block a part of 
the jaw bone. The author has found that the slow 
cautery is the best method of dealing with massive 
recurrences. Harry G. SLOAN. 


Hofmann, E.: Melanosarcoma of the Buccal 
Mucosa (Melansarkom der Mundschleimhaut). 
Muenchen med. Wchnschr., 1916, \xiii, 322. 


The case reported by Hofmann was in a man of 
58 who in January, 1911, presented himself with a 
tumor which had first appeared about a year pre- 
vious. This was situated in the external part of 
the ascending branch of the maxillary, about the 
size of a cherry, hard, dark-colored and with linear 
radiating furrows. The tumor with the proximate 
tissue was extirpated under local anesthesia by the 
galvanocautery. In the following week the dark 
lines which traversed the velum were cauterized and 
an energetic salvarsan treatment instituted. Two 
months after the first operation a dark discolored 
spot showed in one of the extremes of the cicatrix, 
which had resulted after the operation. 

The tissue in which this spot was situated was 
circumscribed by the thermocautery and removed, 
radiotherapy treatment being instituted later. 
Histologic examination showed that this tissue as 
well as the original tumor which was removed was 
typical melanosarcoma. 

The patient was lost sight of until 1915. For 
about a year the patient lost weight rapidly, losing 
4.5 kilos in weight in little more than a month. 
Blackish streaks were ejected in the expectoration 
and microscopic examination of these showed 
melanic nuclei identical with the primary tumor. 

In the lobule of the left lung there were catarrhal 
manifestations which suggested the existence of 
metastases. The patient was again put under 
salvarsan treatment. W. A. BRENNAN. 
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